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Abstract 
 
Background: Mindfulness and acceptance-based interventions (MABIs) have become 
increasingly popular for people living with long-term conditions (Khoury et al., 2013), 
with evidence indicating that MABIs bring about positive psychological and physical 
outcomes for this group (Carlson, Speca, Faris, & Patel, 2007; Gotink et al., 2015; Ludwig 
& Kabat-Zinn, 2008; Veehof, Oskam, Schreurs, & Bohlmeijer, 2011). Despite this, little is 
known about their utility for people living with diabetes.  
 
Objectives: The primary aim of this review is to assess the impact of MABIs on glycemic 
control, emotional well-being (depression, anxiety, stress and diabetes related distress), 
quality of life and measures of mindfulness and acceptance. 
 
Search methods: EMBASE, MEDLINE, CINAHL, PsycINFO, AMED and CENTRAL 
were searched between January 1980 and March 2015. Manual searching of reference lists, 
relevant journals, correspondence with experts and citation searching of eligible studies 
were conducted. A search of the grey literature was also performed.  
 
Selection criteria: As based on the principle of best evidence (Sackett, Rosenberg, Gray, 
Haynes, & Richardson, 1996), only randomised controlled trials which investigated the 
effects of MABIs in adults with diabetes mellitus were included.  
  
Data collection and analysis: A narrative systematic review was conducted, using the 
Cochrane Collaboration risk of bias tool to appraise methodological quality. All included 
studies underwent independent assessment by two reviewers.  
 
Main results: A total of 8 studies fulfilled the inclusion criteria and were selected for 
inclusion. Little or no improvement in glycemic control was observed across studies. In 
contrast, in relation to emotional well-being, MABIs had a medium to large effect at 
improving depression, with improvements maintained for up to one year. Despite showing 
promise, the evidence for the remaining emotional well-being outcomes was less clear. 
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1.0 Introduction 
 
Optimal management of diabetes requires a number of lifestyle and behavioural changes. 
On any given day, a person with diabetes may have to regularly monitor blood glucose 
levels, take medication, inject insulin, exercise and make conscious decisions about their 
food choices (Gonzalez, Tanenbaum, & Commissariat, 2016). Adapting to these daily 
treatment needs is a considerable task and can prove challenging and stressful for people 
living with diabetes (Whitebird, Kreitzer, & O’Connor, 2009). This is important because it 
is widely recognised that when stress outweighs an individual’s perceived capacity to cope 
one may become more vulnerable to psychological distress (DeLongis, Folkman, & 
Lazarus, 1988).  
 
Indeed, conservative estimates indicate that people with diabetes are 38% more likely to 
experience depression and 20% more likely to experience anxiety disorders compared to 
the general population (Lin & Von Korff, 2008; Anderson, Freedland, Clouse, & Lustman, 
2001; Dirmaier et al., 2010; Heine, Heine, Bazelmans, Beekman, & Snoek, 2010; Trento et 
al., 2011).  Moreover, increased psychological distress is associated with sub-optimal 
glycemic control, lower quality of life, decreased adherence to treatment, higher 
complication rates, increased healthcare use and cost, increased disability and lost 
productivity, and increased risk of death (Fellow-Smith et al., 2012). 
 
Therefore, providing people with diabetes access to psychological therapies is important, 
and has been shown to reduce psychological distress, improve health outcomes and reduce 
healthcare costs (Katon et al., 2008). Of the available psychological therapies, cognitive 
behavioural therapy (CBT) has been extensively researched. While existing evidence 
supports the use of CBT within diabetes (Ismail, Winkley, & Rabe-Hesketh, 2004a), 
interventions which prioritise the cultivation of mindfulness and acceptance of experience, 
often described as “third wave” interventions (Hayes, Levin, Plumb-Vilardaga, Villatte, & 
Pistorello, 2013), are increasingly applied within medical settings (Santorelli, 2007).  
 
As defined in this paper, MABIs include: mindfulness-based stress reduction (MBSR) 
mindfulness-based cognitive therapy (MBCT), acceptance and commitment therapy (ACT) 
and any other modifications or variations on these that incorporate mindfulness and/or 
ACT practice. MBSR is a structured 8-week group program where participants are guided 
by a facilitator through a variety of formal and informal mindfulness practices (Kabat-
Zinn, Lipworth, & Burney, 1985). In comparison, MBCT which shares many similar 
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features in terms of format, structure and content to MBSR (Segal, Williams, & Teasdale, 
2002), incorporates more of an emphasis on traditional cognitive behavioural therapy 
techniques. Lastly, ACT emphasises the identification and clarification of personal values 
as well as encouraging one’s willingness to commit to these values in daily life.  
  
Within the past few decades there has been a proliferation of research interest in MABIs 
(Khoury et al., 2013). To date, the focus has been predominantly on psychological health, 
with evidence indicating the effectiveness of MABIs in reducing emotional reactivity and 
psychological distress while improving subjective wellbeing and behavioural regulation in 
both clinical and non-clinical populations (Fjorback, Arendt, Ørnbøl, Fink, & Walach, 
2011; Hofmann, Sawyer, Witt, & Oh, 2010; Keng, Smoski, & Robins, 2011). 
Unsurprisingly, MABIs are increasingly being used to support people with common long-
term conditions (Veehof, Oskam, Schreurs, & Bohlmeijer, 2011; Piet, Würtzen, & 
Zachariae, 2012) . More specifically, Abbott et al., (2014) reported improvements in stress, 
depression (small effects sizes), and anxiety (medium effect sizes) for people with vascular 
disease (hypertension, type 1 & 2 diabetes, heart disease, and stroke) following 
standardised mindfulness-based interventions. However, only two of the eight studies 
included in their analysis pertained to diabetes (Van Son et al 2014; Hartmann et al 2014). 
Furthermore, only standardised mindfulness-based interventions were included in their 
analysis, which may exclude a number of important studies which might otherwise be 
considered MABIs.   
1.1 How MABIs might work in diabetes 
Each time a person with diabetes carries out self-management behaviours i.e. monitor 
blood glucose, look at an item of food, or notice an unwanted physical sensation, a 
psychological link may be made to the very real and inherently distressing possible 
consequences of their condition (Gregg, Callaghan, Hayes, & Glenn-Lawson, 2007). Such 
self-management behaviours may evoke distressing thoughts or emotions related to the 
illness and its future implications (Carlson, 2012), with psychological distress maintained 
if a person believes that distressing thoughts and emotions, must be stopped, altered, or 
reduced. In such instances, people with diabetes may avoid regular blood glucose 
monitoring, physical activity and healthy eating as a means of avoiding distressing diabetes 
related thoughts and emotions.  
 
Therefore, rather than attempt to control distressing thoughts or emotions, as is typical in 
CBT (Hofmann & Asmundson, 2008), MABIs emphasise the importance of changing 
one’s relationship to diabetes related experience. By purposefully bringing, sustained, non-
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judgmental observation to distressing diabetes related thoughts and sensations, without 
attempts to alter, escape or avoid them, reductions in the emotional reactivity may occur. 
Therefore, the acquisition of mindfulness and acceptance skills might facilitate one’s 
ability to experience distressing thoughts and sensations related to health without excessive 
emotional reactivity, increased psychological distress and avoidance (Kabat‐Zinn, 2003), 
which may result in symptom attenuation rather than escalation (Carlson, 2012). In 
addition, commitment to value-oriented behaviour may support important diabetes related 
self-management behaviours (Gregg et al., 2007).  
 
1.2 Why it is important to do this review 
Given the extent of the diabetes epidemic there is an expressed need to investigate the 
effectiveness of potentially relevant interventions (Chew et al., 2015; Peyrot & Rubin, 
2007).  While there has been a rise of research purporting the effectiveness of MABIs for 
other health conditions (Carlson, 2012). With the exception of the studies by Abbott et al., 
(2014) and Whitebird et al., (2009), there remains relatively little investigation of their 
value for people living with diabetes. To date, a small number of pilot studies have 
reported promising outcomes (Rosenzweig et al., 2007), which suggest that MABIs are 
associated with improvements in glycemic control and blood pressure, as well as 
reductions in depression, anxiety and diabetes-related distress. Therefore, this review is 
both an important and timely contribution to the field. To the best of our knowledge this is 
the first systematic review to specifically address the evidence base of MABIs for people 
living with diabetes.   
 
1.3 Aim of the review  
This review aims to identify to what extent are MABIs an effective treatment for people 
with diabetes. More specifically, whether improvements in glycemic control, emotional 
well-being (depression, anxiety, stress and diabetes related distress), quality of life and 
process outcomes such as mindfulness and acceptance are observed following participation 
in a MABI.  
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2.0 Methods 
A review protocol was registered with PROSPERO - CRD42015023260 (Appendix 1) 
Types of studies 
Studies were included if they reported on the effectiveness of a mindfulness or acceptance-
based intervention in type 1 or type 2 diabetes.  To ensure clinicians had access to the 
highest quality evidence applicable to their patients, only RCTs were included in this 
review (Sackett et al., 1996).   
 
2.1 Types of participants 
Inclusion: 
 Adults ≥ 18 
 Diabetes Type 1 
 Diabetes Type 2 
Exclusion: 
 Gestational diabetes 
 Diabetes Mody 
 Diabetes Insipidus 
 
2.2 Types of interventions  
Inclusion: 
 Mindfulness and Acceptance based interventions – MBSR, MBCT, ACT and 
variations or modifications of these that include mindfulness/acceptance training as 
the primary focus. There was no restriction on setting or medium used (i.e. face to 
face, telephone or computer based). 
 
Exclusion:  
 Dialectal behaviour therapy (DBT). Although DBT includes some mindfulness 
practices, it is not the primary focus, and research has been predominantly focused 
on mental health populations solely.  
 
Meditation interventions such as yoga, and transcendental meditation without reference to 
mindfulness training were excluded. While, a review of these interventions is warranted, it 
is beyond the scope or aims of the current review. 
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2.3 Types of outcome measures  
(Primary outcomes) 
Validated measures of: 
 HbA1c or mmol/mol 
 Depression 
 Quality of Life (QoL)  
 
(Secondary outcomes) 
Validated measures of: 
 Perceived stress (including diabetes related emotional distress) 
 Anxiety measure  
 Mindfulness measure 
 Acceptance measure 
 
2.4 Search methods for identification of studies 
The following electronic databases were searched between January 1980 and March 2015: 
EMBASE, MEDLINE, CINAHL, PsycINFO, AMED, CENTRAL. An example of the 
search terms is available in Appendix 2. Manual searching of reference lists, relevant 
journals and citation searching of studies fulfilling the eligibility criteria were conducted. 
A search of the grey literature using OpenGrey (formerly SIGLE) was performed. If it 
remained unclear from the abstract that the intervention contained mindfulness or 
acceptance-based components the study was included, and full paper articles were sought 
to ensure en that no possible study would be ignored. No language restrictions were 
applied. 
 
2.5 Data collection and analysis 
Details on the study population, interventions, comparators, and outcomes were captured 
using a modified version of the Cochrane Collaboration RCT data extraction form, which 
was piloted by the primary and secondary authors prior to commencement of the study. All 
included studies underwent independent assessment by two of the authors (DO’S & DM), 
with disagreements resolved via discussion. Authors of included studies were contacted via 
e-mail to request additional data when applicable. The primary author used The Cochrane 
Collaboration risk of bias tool was used to appraise methodological quality and assess 
overall risk of bias (low, unclear, or high) within and across studies for each outcome. A 
narrative analysis was chosen due to practical and time constraints on the primary research 
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team. Likewise, a meta-analysis was deemed unsuitable due to the heterogeneity of 
outcomes measured across included studies. 
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3.0 Results 
In the proceeding section the characteristics of the included studies will be presented. In 
addition, findings related to the primary outcomes and secondary outcomes will be 
reported in turn, with particular attention afforded to assessing the quality of the existing 
evidence. Finally, the clinical implications of the findings will be discussed, with 
recommendations for future research.  
 
3.1 Results of the search  
Searches of the following databases: EMBASE, MEDLINE, CINAHL, PsycINFO, AMED 
and CENTRAL yielded 966 papers. Additionally, a search of the grey literature using 
OpenGrey, hand searching of relevant journals, correspondence with experts and citation 
searching of included papers yielded a further 8 studies collectively. Duplicate papers were 
excluded using RefWorks resulting in 933 papers. Two authors (DO’S and DM) screened 
the titles and abstracts of papers removing clearly irrelevant papers from the study. A total 
of 67 full papers were assessed for eligibility by both (DO’S and DM). Papers published in 
a language other than English were translated and assessed for eligibility. A total of 8 
studies fulfilled the inclusion criteria and were selected for inclusion in this review 
(Appendix 3). A potentially relevant study published as a congress abstract was excluded 
from this review as the authors could not extract sufficient data from the abstract provided 
(Kopf et al., 2014). Attempts were made to obtain the information by contacting the lead 
authors via email; the authors provided a subsequent paper which reported on the two and 
three year results for the HEIDIS trial (Hartmann et al., 2012) but only included the 
outcomes: HbA1c and PHQ stress score (Kopf et al., 2014). For the purposes of clarity and 
reporting, in relation to the HEIDIS trial, we refer to Hartmann et al., (2012) in the text, 
although the results for the outcomes HbA1c and PHQ stress score are derived from the 
paper received (Kopf et al., 2014).  
 
3.2 Characteristics and reported outcomes of included studies 
A description of the characteristics of included studies is available in (Appendix 4). All of 
the eligible studies included a control group; one study adopted a three-arm randomised 
controlled group, comparing individual MBCT (iMBCT) with CBT and a treatment as 
usual (TAU) group (Tovote et al., 2014). An attention placebo group was adopted by one 
study (Teixeira, 2010), which provided participants with nutritional information and a food 
diary to record food intake. Gregg et al., (2007) compared an ACT and education 
intervention with an education alone group. Miller et al., (2014) used an active control 
group based on a diabetes self-management program. Two studies included a treatment as 
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usual group (Hartmann et al., 2012; van Son et al., 2014). The remaining two studies used 
a waiting list control group (Berghmans et al., 2012; Schroevers et al., 2013). 
 
There was a large variation in relation to intervention type, duration and outcomes 
measured. Two studies utilised a standard MBSR protocol (Berghmans et al., 2010; 
Hartmann et al., 2012), two studies included an adapted MBCT protocol (Schroevers et al., 
2013; Tovote et al., 2014), one study utilised a hybrid of MBSR & MBCT (van Son et al., 
2014), one study used a dual therapy approach comprising ACT, mindfulness training and 
diabetes specific education (Gregg et al., 2007). One study utilised a variation of a 
mindfulness-based eating awareness training (MB-EAT) which was originally developed 
for binge eating disorder and obesity (Miller et al., 2014). Finally, Teixeira (2010) 
described using a form of Mindfulness meditation based upon MBSR. Three studies were 
specifically tailored to address issues specific to people living with diabetes (Gregg et al., 
2007; Miller et al., 2014; van Son et al., 2014), and included modifications to this effect. 
The majority of studies were implemented in a group-based format, while two studies 
(Schroevers et al., 2013; Tovote et al., 2014) were delivered individually. The 
interventions varied in duration, for example one intervention consisted of four hours 
standard diabetes education and three hours of mindfulness and acceptance training (Gregg 
et al., 2007) delivered over the course of one day; while another intervention consisted of a 
60 minute PowerPoint presentation on mindfulness meditation followed by a four-week 
home practice period (Teixeira, 2010).The remaining six studies were delivered over the 
course of eight weekly sessions; two of the studies consisted of 1 hour weekly sessions 
(Schroevers et al., 2013; Tovote et al., 2014); two studies involved weekly sessions 
delivered over 2 hours (Hartmann et al., 2012; van Son et al., 2014), and the final two 
studies involved sessions of 2½ hours each (Berghmans et al., 2012; Miller et al., 2014). In 
relation to follow-up, three studies included a booster session: Miller et al., (2014) held 
booster sessions 1 month and 3 months following the intervention, but failed to report on 
attendance; van Son et al., (2014) also included a 3-month post intervention booster 
session, with a 30% attendance rate; finally, Hartmann et al., (2012) included a 6 month 
follow up booster session, but failed to report the attendance. 
 
Six studies reported assigning participants outside of session practice (Miller et al., 2014; 
Schroevers et al., 2013; Teixeira, 2010; van Son et al., 2014). Daily practice ranged from 4 
to 6 days a week; three studies reported assigning a minimum of 30 minutes home practice 
(Schroevers et al., 2013; Tovote et al., 2014; van Son et al., 2014). However, none of the 
included studies reported participants engagement with outside of session practice (i.e. 
 19 
frequency, duration and quality). In addition, there was large variation in the reporting of 
intervention providers experience and background; the vast majority of studies included 
the provider’s profession; three studies provided information on training (Miller et al., 
2014; Schroevers et al., 2013; Tovote et al., 2014); four studies provided information on 
the providers experience (Miller et al., 2014; Schroevers et al., 2013; Teixeira, 2010; van 
Son et al., 2014); only the latter described the providers qualifications. Finally, outcomes 
reported included both physical (HbA1c) and psychological (depression, anxiety, stress, 
quality of life, mindfulness and acceptance) measures. Each study reported outcomes at 
baseline and post intervention. Two studies did not report outcomes beyond the post-
intervention period (Berghmans et al., 2012; Teixeira, 2010), the remaining studies 
reported follow-up outcomes, ranging from 1 to 36 months post-intervention.  
 
3.3 Participants 
Four studies included participants with type 2 diabetes exclusively (Gregg et al., 2007; 
Hartmann et al., 2012; Miller, Kristeller, Headings, & Nagaraja, 2014; Teixeira, 2010). 
One study included participants with type 1 diabetes solely (Berghmans et al., 2012). 
Three studies included a mixed population of type 1 and type 2 diabetes (Schroevers et al., 
2013; Tovote et al., 2014; van Son et al., 2014). The number of participants included in the 
intervention arm ranged from 7 to 69. The mean age of participants ranged from 49.8 – 
74.6 years old. All included studies included a mixed population of men and women. There 
was an even ratio of men and women across studies, except for two studies (Berghmans et 
al., 2012; Teixeira, 2010), which included a sample of predominantly female participants.  
 
Patient demographics were not reported comprehensively; only Gregg et al., (2007) 
included a diverse population. Disease duration was reported for five studies, the mean age 
ranged from 5.3 years to 17.8 (Gregg et al., 2007; Miller et al., 2014; Schroevers et al., 
2013; Teixeira, 2010; Tovote et al., 2014). Three studies reported the percentage of 
comorbid health condition amongst participants (Schroevers et al., 2013; Tovote et al., 
2014; van Son et al., 2014); while four studies provided information of diabetes related 
complications (Gregg et al., 2007; Hartmann et al., 2012; Tovote et al., 2014; van Son et 
al., 2014). Diabetic medication such as oral medicine and insulin was reported in three 
studies (Gregg et al., 2007; Hartmann et al., 2012; Teixeira, 2010; Tovote et al., 2014), 
with insulin use amongst participants ranging from 23.7% to 60%. Finally details on 
psychotropic medication use were provided in only two studies (Tovote et al., 2014; van 
Son et al., 2014).  
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3.4 Effects of MABIs on Primary Outcomes  
Four studies measured and reported HbA1c outcomes (Gregg et al., 2007; Hartmann et al 
2012; Tovote et al., 2014; van Son et al., 2014); however no significant reductions in 
HbA1c were observed in relation to controls. Notably, using HbA1c cut-off of 7% to 
define glycemic control, Gregg et al., (2007) reported significant changes in the numbers 
of patients in diabetic control at a 3-month follow-up in comparison to an education alone 
control group. There was variation in the depression measures used and assessment time 
points for the six studies that included depression outcomes   (Berghmans et al., 2012; 
Hartmann et al., 2012; Miller et al., 2014; Schroevers et al., 2013; Tovote et al., 2014; van 
Son et al., 2014). Two studies included an active control group (Miller et al., 2014; Tovote 
et al., 2014). Of which, the latter study, reported that both iMBCT and CBT were 
equivalently effective in reducing depressive symptoms (large effect sizes) compared with 
a waiting-list control condition. The former study, Miller et al., (2014), also used an active 
control group, comparing the MB-EAT with a diabetes self-management program. 
Hartmann et al., (2012) found no significant improvement in depressive symptoms 
immediately following the intervention in comparison to a treatment as usual control, 
however the one year follow-up revealed a significant reduction in depressive symptoms, 
with a medium effect size, for those who received the intervention, Van Son et al., (2014) 
included two measures of depression; compared with a treatment as usual control the 
HADS demonstrated significant improvement in depressive symptoms at 6-month follow-
up with a medium effect size; the second measure used the POMS demonstrating 
significant improvements immediately following the intervention and non-significant 
reduction in symptoms at 6 months. Schroevers et al., (2013) reported improvements in 
depression with a large effect size in comparison to a waiting list control; these 
improvements were maintained at 3-month follow-up. Three studies reported on quality of 
life (Hartmann et al., 2012; Teixeira, 2010; van Son et al., 2014). The remaining studies 
adopted the SF-12, which contains a mental health component and a physical health 
component. Van Son et al., (2014) found that mental health status improved following 
intervention and was maintained at 6-month follow up, with a medium effect size; while 
Hartmann et al., (2012) found no benefit to QOL immediately following the intervention, 
they reported significant improvements in the mental health component at 1 year follow 
up, with a large effect size. The remaining study, which utilised a disease specific measure 
of quality of life (NeuroQol) reported no improvements following the intervention in 
comparison to a placebo control group (Teixeira, 2010). 
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3.5 Effects of MABIs on Secondary outcomes 
Perceived levels of stress were measured in three studies (Berghmans et al., 2012; Kopf et 
al., 2014; van Son et al., 2014). One study observed reductions in PSS at 6 months, with a 
large effect size (van Son et al., 2014). Using the PSS, Berghmans et al., (2012) reported 
significant improvements for both groups receiving the MBSR intervention, with benefits 
maintained for the first group at a 16 week follow up. Kopf et al., (2014), using the PHQ 
stress score, found no improvements immediately following the intervention; however, 
improvements were reported at one year follow up, with a small to medium effect size, 
these benefits were not maintained at 2 and 3-year follow-ups. 
 
Three studies included diabetes related distress as an outcome (Schroevers et al., 2013; 
Tovote et al., 2014; van Son et al., 2014). Two of which reported significant improvements 
in diabetes related distress, with medium to large effect sizes (Schroevers et al., 2013; 
Tovote et al., 2014). The remaining study found no significant reductions; however, this 
may have been due to floor effects as only 48% of participants reported diabetes related 
distress at baseline.   
Two studies included anxiety as an outcome measure (Berghmans et al., 2012; Tovote et 
al., 2014). Both studies found significant reductions in anxiety following the intervention, 
with the latter reporting a large effect size for both iMBCT and CBT. Changes in 
mindfulness were reported by three studies (Miller et al., 2014; Schroevers et al., 2013; 
van Son et al., 2014). One study observed significant improvements immediately following 
the intervention and at 6 months, with a medium effect size (van Son et al., 2014). Another 
study provided results for each of the five sub-scales included in the FFMQ; finding 
significant increases in mindful observing and non-judging following the MB-EAT 
intervention but for no other sub-scale (Miller et al., 2014). The final study found no 
statistically significant improvements for the subscales: accept without judgement and act 
with awareness; however, improvements were observed in the latter. In addition, 
participants in the I-MBCT arm reported significant improvements in attention regulation, 
with a large effect size; these improvements were maintained at 3-month follow-up. Two 
studies reported on patient’s acceptance of their condition (Gregg et al., 2007; van Son et 
al., 2014) with significant improvements only found in the former. Notably, the authors 
reported that changes in HbA1c from pre-treatment to follow up were mediated by changes 
in diabetes related acceptance. 
 
3.6 Risk of bias in included studies 
A summary of the risk of bias for each study can be found in (Appendix 8). All of the 
eligible studies were randomised controlled trials; three studies used a computerised 
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program to generate a random sequence (Miller et al., 2014; Schroevers et al., 2013; 
Tovote et al., 2014). Two studies used a random numbers table to minimise selection bias 
(Gregg et al., 2007; van Son et al., 2014), with the former being carried out by a statistician 
independent of the study. Three studies eluded to randomisation, but didn’t include 
sufficient information to assess the risk of selection bias (Berghmans et al., 2012; 
Hartmann et al., 2012; Teixeira, 2010) Assessing the risk of selection bias was further 
complicated by the poor reporting of allocation concealment across studies. The nature of 
the study design and intervention made blinding difficult. Six studies did not blind 
participants or personnel to their allocated treatment during the study (Berghmans et al., 
2012; Hartmann et al., 2012; Miller et al., 2014; Schroevers et al., 2013; Teixeira, 2010; 
van Son et al., 2014). There was insufficient information provided in one study to make a 
judgment in relation to blinding (Gregg et al., 2007). One study blinded participants to the 
treatment condition before randomisation occurred (Tovote et al., 2014). There was no 
comment on blinding of personnel; however, it is highly unlikely that personnel were 
blinded given that they required specific training to carry out the intervention. One of the 
eight studies was deemed to be at high risk of bias as a result of incomplete outcome data 
(Schroevers et al., 2013). In this small study, 12 participants were randomised to the 
intervention group and 12 participants to a control group, however two participants 
dropped out of the intervention group prematurely due to lack of perceived benefit. While 
the completion rate of 83% is comparable to other studies (Hartmann et al., 2012; van Son 
et al., 2014) the missing data is not comparable across the study groups and is likely to be 
related to the true outcome. As such this study was deemed to be a high risk of incomplete 
outcome data. Selective outcome reporting was evident in one study (Miller et al., 2014), 
where the authors chose not to present results for the mid-assessment period due to their 
similarities to the post-intervention results. 
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4.0 Discussion 
The primary aim of this review was to explore to what extent do MABIs improve physical 
and psychological outcomes for people living with diabetes. In total, eight studies met the 
inclusion criteria and were included in the narrative synthesis. In terms of emotional 
wellbeing outcomes, medium to large effect sizes were observed for depression and quality 
of life, which support the findings of previous systematic reviews (Grossman et al., 2004; 
Bohlmeijer et al., 2011), which reported similar improvements for individuals with long-
term conditions following MABIs. In relation to HbA1c, with the exception of Gregg et 
al., (2007), studies included in this review did not support the findings of a previous meta-
analysis which indicated that psychological interventions (counselling, cognitive behaviour 
therapy, or psychodynamic therapy) led to long-term improvements in HbA1c for people 
with type 2 diabetes (Ismail, Winkley, & Rabe-Hesketh, 2004b). Instead, the results are in 
line with Carlson, (2012) who reported mixed evidence for the effectiveness of MABIs in 
alleviating physical health symptoms for people with LTCs.  
 
4.1 Limitations of the review 
Despite our comprehensive search strategy, we cannot rule out that we might have failed to 
include studies meeting the inclusion criteria. Of note, is the previously described decision 
to omit the paper reported by (Kopf et al., 2014) from our final analysis, the inclusion of 
this additional paper could have increased our current understanding of the long-term 
benefits of MBSR on emotional wellbeing. Should the results subsequently become 
available we will update the current review accordingly. A further limitation is concerned 
with the fact that this review included RCTs only, as such it is possible that important non-
RCT of MABIs within diabetes were missed (Peinemann, Tushabe, & Kleijnen, 2013). For 
instance, studies which were designed to evaluate effectiveness of interventions in every 
day practice such as Rosenweig et al., (2007) were excluded due to their lack of an 
adequate control group. It is possible that inclusion of such studies may have increased our 
understanding of the clinical utility of MABIs for people living with diabetes.  
 
4.2 Clinical implications and future research 
Unfortunately, it was not feasible to compare the different types of MABIs included in this 
review (i.e. MBSR, MBCT & ACT), due to heterogeneity of outcome measures used 
across trials. However, it is worth noting that of the four studies which measured HbA1c, 
only the ACT intervention (Gregg et al., 2007) brought about significant changes in 
participants glycemic control. Likewise, in relation to emotional wellbeing, despite largely 
positive outcomes across studies, it was not possible to compare intervention type due to 
heterogeneity of outcome measures used. In relation to how the intervention was delivered 
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i.e. individually or in groups, results indicate that both individual based MABIs and group 
based MABIs may be similarly effective for improving emotional wellbeing for people 
living with diabetes. Notably, the study conducted by Tovote et al., (2014) which utilised a 
strong study design, with a relatively low risk of bias found that I-MBCT was as effective 
as CBT at reducing emotional distress immediately following the intervention. As such, 
from a clinical perspective, MABIs delivered individually may hold particular relevance 
for people who have a preference or cannot realistically attend a group. However, it is 
important to note that both studies which were offered individually utilised an adapted 
MBCT protocol, as such it is not clear whether the mode of delivery or type of intervention 
contributed to these findings. Should future studies of similar quality replicate these 
findings, I-MBCT may be considered as a viable alternative to CBT for patients, where 
CBT is not seen as preferable or where long waiting lists exist. Likewise, in relation to 
type of intervention it was not clear from the included studies whether interventions which 
were explicitly adapted for people living with diabetes were more effective than 
interventions which offered interventions which were not explicitly adapted for this group. 
In relation to HbA1c, only tailored interventions (Gregg et al., 2007) reported positive 
changes in HbA1c. For emotional wellbeing outcomes (i.e. depression, anxiety, stress and 
quality of life), there was no distinct pattern between adapted interventions and non-
adapted interventions on outcomes.  
 
In addition, across studies which utilised adapted protocols there was a lack of adequate 
description of these variations making it difficult to replicate these studies and creating 
uncertainty regarding the utility of specific treatment adaptions. In addition, facilitator’s 
experience and treatment fidelity were poorly reported across studies, which begs the 
question whether interventions were delivered optimally? Finally, the type of control 
groups employed varied greatly; some of the control groups included active treatments 
(Gregg et al., 2007; Miller et al., 2014; Teixeira, 2010; Tovote et al., 2014), while the 
remaining studies employed treatment as usual and waiting list control groups.  Overall, 
future research would benefit from clearer reporting of intervention content; clearer 
description of care received in control groups. Moreover, as recommended by Siddaway & 
Wood (2013) effectiveness trials of MABIs would benefit from the use of structurally 
equivalent or active control groups to allow for more robust comparisons to be made and 
firmer conclusions to be drawn. Interestingly, compared to the majority of the 
interventions which were delivered over 8-weeks, Gregg et al. (2007) reported HbA1c 
improvements, following a one-day workshop, which suggests shorter interventions may 
hold promise for clinical practice. Moreover, Gregg et al., (2007) utilised a strong study 
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design, with low risk of bias in a diverse population of people with type 2 diabetes. Given 
the fact that ethnic minorities are disproportionately affected by type 2 diabetes 
(Schillinger et al., 2002), this study holds particular significance and thus warrants further 
replication. Indeed, given the positive results reported by Gregg et al., (2007) from a 
comparatively brief and resource efficient intervention, it was surprising that there was a 
lack of similar studies in the literature combining an ACT based approach with traditional 
diabetes related education.  
 
In relation to outcomes – future research would benefit from consistency and longer 
follow-up periods. For instance, the core outcome measures in effectiveness trials initiative 
(COMET) encourages a consistency in measuring and reporting outcomes across all 
clinical trials of a specific condition or intervention (Williamson, Altman, Blazeby, Clarke, 
& Gargon, 2016). Indeed, the initiative has reduced the disparity and number of primary 
outcomes reported in trials of rheumatoid arthritis, which has brought clarity to the field 
(Tugwell et al., 2007). A similar commitment within MABIs research could increase our 
understanding of the effectiveness of MABIs within diabetes. Moreover, future research 
would benefit from routinely measuring and reporting hypothesised process outcomes such 
as mindfulness and acceptance, which would allow testing of the proposed mechanism of 
change. Similarly, participants engagement with MABIs i.e. attendance and meditation 
practice should be measured and reported more frequently. Indeed, in relation to the 
studies reported here, due to lack of reporting it is not known whether greater engagement 
with MABIs conferred greater benefit. Likewise, based on the studies included it is unclear 
whether regular and sustained mindfulness practice is acceptable to patients with diabetes.  
Overall, despite the strict selection criteria (i.e. RCT’s only), the quality of the trials in this 
review was variable. Indeed, the majority of studies did not provide sufficient detail about 
the selection process including the method of randomisation and allocation. The nature of 
the interventions and control used made it impossible to blind the participants, while the 
reporting of assessor blinding was poorly described. Furthermore, many of the studies 
included small sample sizes. Only one study reached the pre-specified sample size as 
indicated by the power calculation (Gregg et al., 2007). Five studies failed to reach the 
required sample size (Miller et al., 2014; Schroevers et al., 2013; Teixeira, 2010; Tovote et 
al., 2014; van Son et al., 2014) and may be at risk of bias, while two studies provided no 
justification for sample size (Berghmans et al., 2012; Hartmann et al., 2012). Overall, the 
quality and write up of studies would benefit from a more comprehensive and thorough 
approach, as poor methodological reporting made it difficult to assess the level of bias in 
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each study. Finally, across the eight studies the reporting of potential cofounding variables 
such as changes in medication during the assessment periods was poorly described.  
 
4.3 Summary of main findings  
The primary aim of this review was to establish if MABIs improve important physical and 
psychological health outcomes in diabetes mellitus. With respect to glycaemic control, this 
review found little or no improvement in comparison to control for MABI’s. In contrast, in 
relation to emotional well-being, a number of good quality studies indicated that MABI’s 
were largely effective at improving depression, with improvements maintained for up to 
one year. The evidence for anxiety, perceived levels of stress and diabetes related distress 
was less convincing, with fewer studies reporting these outcomes, although it appears from 
the limited evidence, that MABI’s reduce anxiety, disease specific distress and perceived 
stress amongst this population. This review also suggests that MABI’s might improve 
patient’s quality of life. Finally, with respect to the process outcomes, one study found that 
changes in glycemic control were mediated by changes in acceptance. Changes in 
mindfulness and acceptance were also observed although mediational analyses were 
lacking, thus limiting the usefulness of this finding. Despite this review finding that there 
was little evidence to support the effectiveness of MABIs in in relation to physical 
outcomes, the improvements observed in psychological outcomes, particularly in that of 
depression are an important finding. Given the scale of the diabetes epidemic and the 
deleterious effect poor emotional well-being has on diabetes related outcomes, these 
family of interventions should be seen as a promising addition to the field of diabetes that 
require further investigation.  
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PROSPERO 2015:CRD42015023260 Available from 
http://www.crd.york.ac.uk/PROSPERO_REBRANDING/display_record.asp?ID=CRD420
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Appendix 2: Sample search strategy 
Mindfulness OR mindful* OR mindfulness-based stress reduction OR MBSR OR 
mindfulness based cognitive therapy OR MBCT OR acceptance OR acceptance based OR 
acceptance and commitment therapy 
randomi?e* OR RCT OR Controlled tri* OR controlled clinical trial 
diabetes OR diabetes mellitus OR type 1 diabetes OR t1dm OR IDDM OR type 2 diabetes 
OR t2dm OR NIDDM 
 1 
 2 
 acceptance 
 acceptance and commitment therapy 
 acceptance based 
 based 
 behavior therapy 
 clinical 
 cognitive 
 commitment 
 commitment therapy 
 controlled 
 controlled clinical trial 
 controlled tri* 
 diabetes 
 diabetes mellitus 
 iddm 
 insulin dependent diabetes mellitus 
 mbct 
 mbsr 
 meditation 
 mellitus 
 mindful* 
 mindfulness 
 mindfulness based cognitive therapy 
 mindfulness based stress reduction 
 niddm 
 non-insulin dependent diabetes mellitus 
 randomi?e* 
 randomized controlled trial 
 rct 
 reduction 
 stress 
 t1dm 
 t2dm 
 therapy 
 tri* 
 trial 
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Appendix 3: Selection of studies 
 
Figure 1: Prisma flow diagram  
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Additional records identified 
through other sources (grey lit, 
experts, and reference lists)   
(n = 8) 
Records after duplicates removed  
(n = 933) 
Records screened  
(n =933) 
Records excluded  
(n = 873) 
Full-text articles 
assessed for eligibility  
(n =60 + 7) 
Full-text articles 
excluded, with reasons  
(n = 59) 
 Not relevant 
design (n=11) 
 Not a MABI 
(n=39) 
 Insufficient or no 
diagnosis of type 
1 or type 2 
diabetes (n=4) 
 Papers reporting 
the same study 
(n=5) 
 
 
 
Studies included in final 
synthesis  
(n = 8) 
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Appendix 4:  Characteristics of included studies                     
Study  
Study 
design 
 
Theoretical 
model 
 
Setting 
 
Intervention 
 
Control group 
 
Follow up and 
assessment method 
Outcome 
measure 
Validated 
measure  
van Son et 
al., (2014) 
 
RCT 
 
Hybrid of 
MBSR & 
MBCT 
 
Not 
reported 
 
Hybrid of MBSR & MBCT, consisting of eight 
weekly two-hour sessions. A few modifications have 
been made to the original protocol and the workbook 
in order to make the intervention suitable for patients 
with diabetes. 
 
Treatment as 
usual 
 
Baseline, 4 weeks 
(mid), post 
intervention, 6 
months.  
Questionnaire 
emailed or sent by 
letter  
Retrieved from 
patient’s hospital 
records. Pre-
intervention 
assessment was 
obtained between 24 
weeks before and 1 
week after the start of 
the intervention. 
Post-intervention 
assessment was 
obtained between 6 
and 24 weeks after 
the intervention 
 
HADS 
PAID 
PSS 
POMS 
FFMQ 
SF-12 
AADQ 
HbA1c 
 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
         
Tovote et 
al., (2014) 
 
RCT Individual 
MBCT 
Not 
reported 
The central components of MBCT were formal 
meditation, yoga exercises, and informal daily 
mindfulness practices. MBCT was 
delivered individually in eight weekly sessions of 45–
60 min. Patients were also instructed to do daily 
homework for 30 min. 
Treatment as 
usual  
Patients in the MBCT 
and CBT conditions 
were assessed before 
randomization and 
start of treatment 
(pre-measurement) 
BDI-II 
GAD-7 
HAM-
D7 
PAID 
HbA1c 
Y 
Y 
Y 
Y 
Y 
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and immediately after 
ending of treatment 
(post measurement; 
on average, 3 months 
after the 
first assessment). 
         
Schroevers 
et al., (2013) 
RCT Individual 
MBCT 
Not 
reported 
The individual MBCT intervention was based on a 
standardized and well described 8-week MBCT 
group protocol developed by Segal, Teasdale, and 
Williams (Segal et al., 2002). For the current 
intervention, some modifications were made from the 
original MBCT program. 
Waiting list Patients were 
assessed 2-3 weeks 
before intervention 
(pre-intervention, 
within 2 weeks of 
finishing intervention 
(post-intervention) 
and 3 month 
following 
intervention. 
CES-D 
PAID 
FFMQ 
SRS 
Y 
Y 
Y 
Y 
 
         
Teixeira 
(2010) 
 
RCT Mindfulness 
meditation 
Primary 
care and 
home-
based 
practice 
The intervention group received instruction in 
mindfulness meditation and were instructed to listen 
to a guided compact-disc for 5 days per week over a 
4-week period. Participants in the meditation group 
were scheduled for a 60-minute one-time session on 
mindfulness meditation at a convenient location. All 
participants received the same PowerPoint 
presentation and meditation practice session. Each 
participant in intervention group was given 
instructions for maintaining both meditation 
adherence and a satisfaction log 
 
Attention-placebo 
Group.  The 
control group 
received 
nutritional 
information and 
was asked to 
maintain a food 
diary for 4 weeks. 
Both groups were 
followed by 
telephone every 
week 
Baseline and post-
intervention (4 
weeks) 
NeuroQo
L 
Y 
         
Hartmann et 
al., (2012) 
2 & 3 year 
results 
extracted 
RCT MBSR – 
based on the 
programme 
of Jon 
Kabat-Zinn 
Universit
y 
Hospital 
MBSR is an 8-week program based on body and 
meditation practices that aims to increase the 
openness to as well as the awareness and acceptance 
of all internal and external experiences. For the 
purpose of our study, MBSR was adapted by 
Treatment as 
usual – both 
groups were seen 
by a resident in 
internal medicine 
Baseline, post 
intervention (10 
weeks), 1 year, 2 year 
and 3 year follow 
ups*.  
HbA1c* 
PHQ* 
PHQ-9 
SF-12 
 
Y 
Y 
Y 
Y 
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from Kopf 
et al., 
(2014)* 
 
including practices for difficult thoughts and feelings 
related to diabetes. Participants met once weekly in 
groups of 6–10 and for a booster session after 6 
months. The groups were led by a psychologist and a 
resident in internal medicine 
in the outpatient 
clinic before the 
intervention, after 
10 weeks and then 
yearly. Both 
groups were seen 
by their 
diabetologist 
every 3-4 months 
on top of the 
study visit.  
         
Gregg et al., 
(2007) 
RCT ACT and 
mindfulness 
training 
including 
diabetes 
education 
Commun
ity health 
centre in 
the San 
Francisc
o 
The intervention was 7 hours in total and run in a 
group format, comprising of 4 hours of diabetes 
education and 3 hours mindfulness and acceptance 
training regarding difficult thoughts and feelings 
about diabetes, exploration of personal values related 
to diabetes, and a focus on the ability to act in a 
valued direction while contacting difficult 
experiences. The workshop based on an ACT manual 
(Gregg, 2004). The workshop was led by the author 
of the manual. 
Education alone. 
In 7 hr it covered 
the diabetes 
disease process; 
nutritional 
management; 
importance of 
physical activity; 
diabetes 
medications; 
blood glucose 
monitoring; use of 
glucose results; 
and the 
prevention, 
detection, and 
treatment of 
complications. 
Workshops were 
led by the senior 
author of the 
manual or one of 
four master’s-
level graduate 
students trained 
Psychosocial 
assessments and a 
blood draw for 
HbA1C were 
administered during 
the 1st hr (and again 
at 3-month follow-
up) by 
clinic and research 
personnel blind to 
group assignment 
HbA1c 
AADQ 
 
Y 
Y 
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by him 
 
 
 
Miller et al., 
(2014) 
RCT The 
Mindfulness
-Based 
Eating 
Awareness 
Training 
(MB-EAT)  
is a variation 
of the 
intervention 
developed 
originally 
for binge 
eating 
disorder 
and obesity 
(Kristeller & 
Wolever, 
2011). 
Not 
reported 
8-weekly 2½ hour group sessions led by trained 
facilitators. A dietitian led all cohorts of the DSME 
intervention, and the same dietitian and a social 
worker with extensive training in mindful meditation 
co-led all cohorts of the MB-EAT intervention. 
Participant attendance was tracked, and if individuals 
missed a group session, they were encouraged to 
attend a make-up session. One- and 3-month follow-
up sessions also were provided to facilitate 
maintenance of change.  Each participant received 
two CD-ROMs to guide their meditation practice. 
Participants were encouraged to meditate 6 
days/week and to practice mini-mediations at other 
times to cultivate awareness of various experiences 
(e.g., hunger or stress). Components were presented 
as ways to cultivate “inner wisdom” (i.e., mindful 
awareness of inner experiences related to eating) and 
“outer wisdom” (i.e., personal 
use of knowledge of food/diabetes needs) as MB-
EAT-D also 
included basic information regarding diet, physical 
activity, 
weight regulation, and glycemia; however, no 
specific diet or 
activity goals were provided 
The Smart 
Choices is a 
behavioural 
Diabetes Self-
Management 
Education 
programme. 2 bi-
weekly 2½ hour 
group sessions 
led by trained 
facilitators. 
Participant 
attendance was 
tracked, and if 
individuals 
missed a group 
session, they were 
encouraged to 
attend a make-up 
session. One- and 
3-month follow-
up sessions also 
were provided to 
facilitate 
maintenance of 
change.   
 
 
 
 
 
 
 
Baseline, post-
intervention, 1-month 
post-intervention and 
3-month post 
intervention follow 
up.  
BDI 
BAI 
FFMQ 
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* 2 & 3-year results for HbA1C extracted from Kopf et al., (2014) 
Berghmans 
et al., (2012) 
RCT MBSR Regional 
Hospital 
diabetes 
service 
8-weekly 2½ hour group sessions with 1 all day 
session. Participants were instructed to practice 
exercises at home for a minimum of 4 days a week.  
Waiting list 
group. The 
waiting list 
subsequently 
received the same 
intervention 
following 
outcomes were 
gathered for the 
initial intervention 
group. 
Baseline measures for 
both groups 
Post-intervention 
(8weeks) for initial 
intervention group 
Post – intervention 
(16 weeks) for the 
waiting list group 
which subsequently 
received the 
intervention 
PSS 
HADS 
Y 
Y 
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Appendix 5: Characteristics of excluded studies 
 
Study Reason for exclusion 
(Fletcher, 2012) Insufficient or no diagnosis of type 1 or 
type 2 diabetes 
(Scherdell, 2010) Not a MABI 
(Malarkey, Jarjoura, & Klatt, 2013) Not a MABI 
(Hermanns et al., 2015) Not a MABI 
(Youngwanichsetha, Phumdoung, & 
Ingkathawornwong, 2014) 
Insufficient or no diagnosis of type 1 or 
type 2 diabetes 
(D'Eramo-Melkus et al., 2004) Not relevant design 
(Williams et al., 2012) Not a MABI 
(Gallotti et al., 2003) Not a MABI 
(Sniehotta et al., 2011) Not a MABI 
(Toobert et al., 2011) Not a MABI 
(Ludman et al., 2013) Not a MABI 
(Hibbard, Mahoney, Stock, & Tusler, 2007) Not a MABI 
(Raja-Khan et al., 2015) Not relevant design 
(Ducasse & Fond, 2015) Not relevant design 
(Hamid et al., 2014) Not a MABI 
(Kulzer, Schmitt, Gahr, Haak, & Hermanns, 
2014) 
Not a MABI 
(Manchanda & Madan, 2014) Not relevant design 
(Forjuoh, Ory, Jiang, Vuong, & Bolin, 
2014) 
Not a MABI 
(Sherman & Innes, 2014) Not relevant design 
(Quinn et al., 2013) Not a MABI 
(Weinger et al., 2013) Not a MABI 
(Fisher et al., 2013) Not a MABI 
(Fall et al., 2013) Not a MABI 
(Redmer, Longmier, & Wedel, 2013) Not relevant design 
(Beverly et al., 2013) Not a MABI 
(Espeland et al., 2013) Not a MABI 
(Harris, Hood, & Mulvaney, 2012) Not relevant design 
(Coventry et al., 2012) Not a MABI 
(Burguera et al., 2011.) Not a MABI 
(Trief et al., 2011) Not a MABI 
(Frosch, Uy, Ochoa, & Mangione, 2011) Not a MABI 
(Cheung, Smith, van der Ploeg, Cinnadaio, 
& Bauman, 2011) 
Insufficient or no diagnosis of type 1 or 
type 2 diabetes 
(Egede, Strom, Durkalski, Mauldin, & 
Moran, 2010) 
Not a MABI 
(Plotnikoff et al., 2010) Not a MABI 
(Anderson, Christison-Lagay, Villagra, Lui, 
& Dziura, 2010.) 
Not a MABI 
(Kim et al., 2009) Not a MABI 
(Snoek et al., 2008) Not a MABI 
(Wysocki et al., 2008) Not a MABI 
(Thomas & Miceli, 2006) Not a MABI 
(Tewes, Frank, Tegtbur, & Brinkmeier, 
2006) 
Not a MABI 
(Van Der Ven et al., 2005) Not a MABI 
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(Krakow, Feulner-Krakow, Giese, & 
Osterbrink, 2004) 
Not a MABI 
(Di Loreto et al., 2003) Not a MABI 
(Mayer-Davis et al., 2001) Not a MABI 
(Matam, Kumaraiah, Munichoodappa, 
Kumar, & Aravind, 2000) 
Not a MABI 
(Henry, Wilson, Bruce, Chisholm, & 
Rawling, 1997) 
Not a MABI 
(Campbell, Redman, Moffitt, & Sanson-
Fisher, 1996) 
Not a MABI 
(Faude-Lang et al., 2010) Not relevant design 
(Krusche, Cyhlarova, & Williams, 2013) Insufficient or no diagnosis of type 1 or 
type 2 diabetes 
(Rosenzweig et al., 2007) Not relevant design 
(Khatri, Mathur, Gahlot, Jain, & Agrawal, 
2007) 
Not a MABI 
(Surwit et al., 2002) Not a MABI 
(Young & Baime, 2010) Not relevant design 
(Kopf et al., 2014) Insufficient information 
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Appendix 6: Primary Outcomes 
Name of 
study 
Name of outcome 
Number 
of people 
 
Group 
Baseline measure, 
means, SD or range 
Follow up measure, means, SD 
or range 
P values, Effect Size and CI 90% - 
95% 
van Son et 
al., (2014) 
 
Results 
presented 
in 
comparison 
to control 
at post 
interventio
n and 6-
month 
follow up. 
HADS (Hospital Anxiety and 
Depression scale) 
 
 
 
 
 
 
 
 
POMS (Profile of Mood States Dutch 
Version) 
 
 
 
 
 
 
SF-12 (Short Form Health Survey 
Dutch Version) 
 
 
 
 
 
 
 
Int. n = 70 
Cont. n = 
69 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  Int 
 
 
 
Cont. 
 
 
 
 
 
  Int 
 
 
 
Cont 
 
 
 
Int 
 
 
 
 
Cont 
 
 
 
HADS (Depression) = 
8.2 (3.8) 
 
 
HADS (Depression) = 
9.2 (3.9) 
 
 
 
 
POMS (Depression) = 
25.3 (5.8) 
 
 
POMS (Depression) = 
26.7 (6.3) 
 
 
SF-12 (Physical) = 
39.4 (9.9) 
 
 
 
SF-12 (Physical) = 
37.4 (11.4) 
 
 
Post 8 weeks = 5.6 (4.0) 
 
6-month follow up = 5.2 (3.6) 
 
Post 8 weeks = 8.6 (4.7) 
6-month follow up = 8.2 (4.5) 
 
 
 
 
Post 8 weeks = 21.4 (4.5) 
 
6-month follow up = 21.8 (4.7) 
 
Post 8 weeks = 26.2 (7.0) 
 
6-month follow up = 25.7 (7.3) 
 
Post 8 weeks = 40.7 (10.5) 
 
6-month follow up = 40.4 (10.8) 
 
 
Post 8 weeks = 36.6 (11.7) 
6-month follow up = 35.6 (13.0) 
 
 
P = < 0.01, d = 0.59, CI 90%-95% = 
0.56-0.61 
P =.004, d = 0.51, NR 
 
 
 
 
 
 
 
P = < 0.001., d = 0.71, CI 90%-95% = 
0.68-0.75 
P = < 0.16, d = 0.48, NR 
 
 
 
 
 
P = 0.03., d = 0.40, CI 90%-95% = 
0.33-0.47 
P = 0.34, d = 0.40, NR 
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HbA1c (mmol/mol) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Int 
 
 
 
Cont 
 
 
 
Int 
 
 
 
Cont 
SF-12 (Mental) = 32.8 
(11.0) 
 
 
SF-12 (Mental) = 31.7 
(11.6) 
 
 
HbA1c = 59.0 (12.6) 
 
 
 
HbA1c = 59.2 (13.0) 
Post 8 weeks = 41.1 (10.7) 
 
6-month follow up = 42.5 (10.3) 
 
Post 8 weeks = 35.0 (12.5) 
 
6-month follow up = 33.9 (11.7) 
 
Post 8 weeks = 59.3 (12.1) 
 
6-month follow up = 59.2 (11.7) 
 
Post 8 weeks = 61.7 (16.4) 
6-month follow up = 60.6 (16.2) 
P = <0.01., d = 0.55, CI 90%-95% = 
0.49-0.61 
P = <0.01, d = 0.77, NR 
 
 
 
 
 
P = 0.35., d = 0.14, CI 90%-95% = 
0.06-0.23 
P = 816, d = 0.06, NR 
 
 
Tovote et 
al., (2014) 
 
Results 
presented 
comparing 
both I-
MBCT and 
CBT with 
control.  
 
BDI-II (Beck Depression Inventory II) 
 
 
 
 
 
 
 
 
 
 
HAM-D7 (Toronto Hamilton 
Depression Rating Scale) 
 
 
 
 
 
 
 
 
 
 
I-MBCT. 
= 31 
 
CBT. = 32 
 
Cont.= 31 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Int. 
 
Active 
Cont. 
 
Cont. 
 
 
 
 
 
Int. 
 
Active 
Cont. 
Cont. 
 
 
 
 
 
 
 
BDI-II = 23.6 (7.7) 
 
BDI-II = 25.6 (8.7) 
 
 
BDI-II = 24.3 (8.0) 
 
 
 
 
 
HAM-D7 = 8.9 (3.5) 
 
HAM-D7 = 9.4 (3.8) 
 
HAM-D7 = 7.5 (2.8) 
 
 
 
 
 
 
 
Post 8 weeks = 17.1 (11.9) 
 
Post 8 weeks = 17.4 (11.9) 
 
 
Post 8 weeks = 23.5 (10.3) 
 
 
 
 
 
Post 8 weeks = 4.7 (4.3) 
 
Post 8 weeks = 4.6 (3.4) 
 
Post 8 weeks = 7.1 (3.7) 
 
 
 
 
 
 
 
P = 0.004., d = 0.80, CI 90%-95% = 
0.27-1.31 
P = <0.001., d = 1.00, CI 90%-95% = 
0.47-1.51 
 
 
 
 
 
 
 
P = <0.001., d = 1.17, CI 90%-95% = 
0.61-1.69 
P = <0.001., d = 1.09, CI 90%-95% = 
0.55-1.60 
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^HbA1c (mmol/mol) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Int. 
 
Active 
Cont. 
 
Cont. 
 
HbA1c = 63.4 (9.6) 
 
HbA1c = 67.1 (15.2) 
 
 
Not measured in 
waiting list 
Post 8 weeks = 63.1 (10.8) 
 
Post 8 weeks = 65.9 (13.0) 
P = 0.92 
 
P = 0.72 
Schoevers 
et al., 
(2013) 
 
Results 
presented 
comparing 
I-MBCT 
with 
control 
group at 
post-
interventio
n and 
comparing 
post-
interventio
n with 3-
month 
follow up. 
CES-D (Centre for Epidemiologic 
Studies Depression Scale) 
 
 
 
 
 
 
 
 
 
 
  
 
Int. n = 12 
Cont. n = 
12 
 
Int 
 
 
Cont 
 
 
 
 
 
 
 
CES-D = 22.9 (8.0) 
 
 
CES-D = 20.2 (8.7) 
 
 
 
  
Post 8-10 weeks = 14.4 (7.5) 
3-month follow up = 16.2 (8.2) 
 
Post 8-10 weeks = 23.6 (7.4) 
3-month follow up = NR 
 
 
 
P = 0.007, d = 1.23 
P = >0.05 
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Teixeira 
(2010) 
 
Results 
presented 
comparing 
differences 
between 
mindfulnes
s mediation 
and control 
at post-
interventio
n 
NeuroQoL (Neuropathy – Specific 
Quality of Life Tool) 
Int. = 10 
Cont. = 10 
 
Int. 
 
 
 
Cont. 
NeuroQoL = NR 
 
 
 
NeuroQoL = NR 
Post 4 weeks = 3.39 (0.63) 
 
 
 
Post 4 weeks = 3.02 (0.63) 
ns 
 
Hartmann 
et al., 
(2012)  
 
Results are 
presented 
comparing 
control 
with 
interventio
n. Means 
and 
standard 
deviations 
at 
immediate 
post 
interventio
ns= and 1 
Year 
Follow-Up. 
Confidence 
 
HbA1c (mmol / mol) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Int. = 53 
Cont. = 57 
 
Int. (1 
Year F.U) 
= 52 
 
Cont. (1 
Year F.U) 
=51 
 
Int. (2 
Year F.U) 
= 48 
 
Cont. (2 
Year F.U) 
=43 
 
Int. (3 
Year F.U) 
= 47 
 
Int. 
 
 
 
 
 
 
 
 
Cont. 
 
 
 
 
 
 
 
 
 
 
 
 
 
HbA1c = 7.26 (1.08) 
 
 
 
 
 
 
 
 
HbA1c = 7.27 (1.06) 
 
 
 
 
 
 
 
 
 
 
 
 
 
*Post 8 weeks = 7.2 (0.10) 
**1 Year Follow-Up = 7.2 (6.9-
7.4) 
**2 Year Follow-Up = 6.9 (6.6-
7.3) 
**3 Year Follow-Up = 7.1 (6.8-
7.4) 
 
 
*Post 8 weeks = 7.1 (0.11) 
**1 Year Follow-Up = 7.5 (7.2-
7.8) 
**2 Year Follow-Up = 7.3 (6.9-
7.7) 
**3 Year Follow-Up = 7.5 (7.2-
7.9) 
 
 
 
 
 
 
 
P = 0.70, d = 0.09 
P = 0.15, d = 0.37 
P = ns, d = 0.27 
 
P = 0.1, d = 0.36 
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intervals 
not 
reported for 
8-week 
follow up. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PHQ-9 (Patient Health Questionnaire 
Depression) 
 
 
 
 
 
 
 
SF-12 (Short-Form Health Survey) 
 
 
 
Cont. (3 
Year F.U) 
= 42 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Int. 
 
 
 
 
Cont. 
 
 
 
Int. 
 
 
 
 
Cont. 
 
 
 
Int. 
 
 
 
Cont. 
 
 
 
 
 
 
 
 
PHQ – 9 = 6.4 (4.9) 
 
 
 
 
PHQ – 9 = 5.7 (4.3) 
 
 
 
SF-12 (Physical) = 
37.9 (10.3) 
 
 
 
SF-12 (Physical) = 
39.6 (10.8) 
 
 
SF-12 (Mental) = 45.6 
(10.3) 
 
 
SF-12 (Mental) = 43.9 
(10.8) 
 
 
 
 
 
 
 
 
Post 8 weeks = 5.7 (0.53) 
1 Year Follow-Up = 5.3 (0.48) 
 
 
 
Post 8 weeks = 5.8 (0.58) 
1 Year Follow-Up = 7.3 (0.56) 
 
 
Post 8 weeks = 38.8 (0.89) 
1 Year Follow-Up = 38.9 (0.97) 
 
 
 
Post 8 weeks = 39.00 (1.00) 
1 Year Follow-Up = 40.2 (1.12) 
 
 
Post 8 weeks = 47.9 (1.39) 
1 Year Follow-Up = 48.4 (1.51) 
 
 
Post 8 weeks = 46.0 (1.53) 
1 Year Follow-Up = 43.6 (1.70) 
 
 
 
 
 
 
 
 
 
P = 0.90, d = 0.03 
P = 0.007, d = 0.71 
 
 
 
 
 
 
 
P = 0.91, d = 0.03 
P = 0.36, d = 0.23 
 
 
 
 
 
 
 
P = 0.36, d = 0.22 
P = 0.03, d = 0.54 
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* Post 8 week follow up obtained from Hartmann et al., (2012) 
** obtained from Kopf et al., (2014) 
  
Gregg et 
al., (2007) 
 
Results 
presented 
comparing 
differences 
between 
ACT group 
and control 
at post-
interventio
n. Non-
parametric 
testing. 
 
 
Miller et 
al., (2014) 
Changes 
from 
baseline to 
immediate 
post 
interventio
n and from 
baseline to 
3-month 
follow-up 
HbA1c (mmol/mol) 
 
 
 
 
 
 
 
 
 
 
Beck Depression Inventory–II  
Int. = 43 
Cont. = 38 
 
 
 
 
 
 
 
 
Int. = 27 
Cont. = 25 
 
Int. 
 
 
 
Cont. 
 
 
 
 
 
Int. 
 
 
 
Cont. 
 
HbA1c = 8.17 (1.86) 
 
 
 
HbA1c = 8.21 (1.91) 
 
 
 
 
 
BDI-II = 10.11 (1.74) 
 
 
 
BDI-II = 11.12 (1.81) 
Post 3 month follow up = 7.47 
(1.46) 
 
 
Post 3 month follow up =8.07 
(2.22) 
 
 
 
 
Post 8 weeks = -2.91 (1.17)  
Post 3 month follow up = -3.37 
(1.17) 
 
Post 8 weeks = -3.99 (1.26) 
Post 3 month follow up = -5.00 
(1.19) 
P =0.81, partial eta squared = 0.04 
 
 
 
 
 
 
 
 
 
P = 0.0161 
P = 0.0021 
 
 
P = 0.0385 
P = 0.016 
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Appendix 7: Secondary outcomes 
Name of 
study 
Name of outcome 
Number 
of people 
 
Group  
Baseline measure, 
means, SD or range 
Follow up measure, means, SD 
or range 
P values, Effect Size and CI 90% - 
95% 
van Son et 
al., (2014) 
 
Results 
presented 
in 
comparison 
to control 
at post 
interventio
n and 6-
month 
follow up. 
PAID (Problem Areas in Diabetes) 
 
 
 
 
 
 
 
 
 
PSS (Perceived Stress Scale) 
 
 
 
 
 
 
 
FFMQ (Five Facet Mindfulness Scale 
excluding the subscale Describing) 
 
 
 
 
 
 
 
 
Int. n = 70 
Cont. n = 
69 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Int 
 
 
 
Cont. 
 
 
 
 
 
Int 
 
 
 
Cont. 
 
 
 
Int. 
 
 
Cont. 
 
 
 
 
 
 
PAID = 35.5 (17.8) 
 
 
 
PAID = 36.6 (18.9) 
 
 
 
 
 
PSS = 19.5 (6.0) 
 
 
 
PSS = 20.4 (5.9) 
 
 
 
FFMQ = 96.2 (13.8) 
 
 
FFMQ = 94.3 (12.4) 
 
 
 
 
 
 
Post 8 weeks = 28.7 (21.0) 
 
6-month follow up = 25.0 (19.7) 
 
Post 8 weeks = 33.5 (22.0) 
 
6-month follow up = 32.8 (20.1) 
Post 8 weeks = 14.4 (7.1) 
 
 
6-month follow up = 13.4 (6.7) 
 
Post 8 weeks = 19.0 (6.7) 
 
6-month follow up = 18.9 (7.0) 
 
 
 
Post 8 weeks = 104.6 (17.0) 
6-month follow up = 108.2 (15.7) 
 
Post 8 weeks = 96.6 (14.1) 
6-month follow up = 98.1 (13.5) 
 
 
 
 
 
P = < 0.49, d = 0.21, CI 90%-95% = 
0.11 – 0.32 
P = < 0.34, d = 0.41, NR 
 
 
 
 
 
 
 
P = < 0.001., d = 0.70, CI 90%-95% = 
0.63-0.77 
P = < 0.001, d = 0.83, NR 
 
 
 
 
 
NR 
P = 0.01, d = 0.64 
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AADQ (Acceptance and Action 
Diabetes Questionnaire) 
 
 
 
 
 
 
 
 
Int. 
 
 
Cont. 
 
AADQ = 58.4 (8.6) 
 
 
AADQ = 58.2 (7.2) 
 
Post 8 weeks = 60.3 (8.3) 
6-month follow up = 60.6 (8.5) 
 
Post 8 weeks = 58.7 (8.5) 
6-month follow up = 58.2 (7.1) 
 
NR 
P = .105, d = 0.32 
 
Tovote et 
al.,(2014) 
 
Results 
presented 
comparing 
both I-
MBCT and 
CBT with 
control.  
 
 
 
 
 
 
 
Harttmann 
et al., 
(2012) 
 
 
 
 
 
 
 
 
 
 
GAD-7 (General Anxiety Disorder) 
 
 
 
 
 
 
 
PAID (Problem Areas in Diabetes) 
 
 
 
 
 
 
 
 
PHQ (Patient Health Questionnaire) 
 
 
 
 
 
 
 
 
 
 
 
 
I-MBCT. 
= 31 
 
CBT. = 32 
 
Cont.= 31 
 
 
 
 
 
 
 
 
 
 
 
Int. = 53 
Cont. = 57 
 
Int. (1 
Year F.U) 
= 52 
 
Cont. (1 
Year F.U) 
=51 
 
 
 
Int. 
 
Active 
Cont. 
 
Cont. 
 
 
Int. 
Active 
Cont. 
 
Cont. 
 
 
 
 
Int. 
 
 
 
 
 
 
Cont. 
 
 
 
 
 
GAD-7 = 12.6 (5.3) 
 
GAD-7 = 11.9 (4.9) 
 
 
GAD-7 = 9.8 (5.0) 
 
 
PAID = 38.3 (20.9) 
PAID = 42.0 (22.3) 
 
 
PAID = 35.5 (21.5) 
 
 
 
 
PHQ (Stress) = 6.4 (3.6) 
 
 
 
 
 
 
PHQ (Stress) = 6.0 (3.7) 
 
 
 
 
 
Post 8 weeks = 6.9 (4.8) 
 
Post 8 weeks = 6.8 (5.0) 
 
 
Post 8 weeks = 8.2 (4.6) 
 
 
Post 8 weeks = 32.0 (21.8) 
Post 8 weeks = 34.0 (23.4) 
 
 
Post 8 weeks = 36.0 (21.2) 
 
 
 
 
*Post 8 weeks = 4.9 (0.47) 
**1 Year Follow-Up = 5.0 (4.2-
6.0) 
**2 Year Follow-Up = 5.4 (4.3-
6.5) 
**3 Year Follow-Up = 5.2 (3.9-
6.4) 
 
*Post 8 weeks = 5.1 (0.58) 
**1 Year Follow-Up = 6.2 (5.2-
7.3) 
**2 Year Follow-Up = 5.5 (4.1-
6.9) 
P = 0.004., d = 0.98, CI 90%-95% = 
0.44-1.49 
P = 0.01., d = 0.82, CI 90%-95% = 
0.29-1.32 
 
 
 
 
P = 0.02., d = 0.52, CI 90%-95% = 
0.01-1.02 
P = 0.04., d = 0.57, CI 90%-95% = 
0.06-1.07 
 
 
 
 
 
P = 0.75, d = 0.08 
 
P = 0.01, d = 0.48 
 
P = ns, d = 0.05 
P = ns, d = 0.19 
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Berghmans 
et al., 
(2010) 
Results 
presented 
as change 
score – pre-
post 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PSS (Perceived Stress Scale) 
 
 
 
 
 
HADS (Hamilton Anxiety Measure) 
 
 
Int. (2 
Year F.U) 
= 48 
 
Cont. (2 
Year F.U) 
=43 
 
Int. (3 
Year F.U) 
= 47 
 
Cont. (3 
Year F.U) 
=42 
 
 
 
 
Int. = 10 
Cont. = 7 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Int. 
 
 
Cont. 
 
 
Int. 
 
 
Cont. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PSS = 28.5 
 
 
PSS = 34.29 
 
 
HADS (Anxiety) = 12 
 
 
HADS (Anxiety) = 
12.71 
**3 Year Follow-Up = 6.3 (4.7-
7.8) 
 
 
 
 
 
 
 
 
 
 
 
Post 8 weeks = 16.4  
 
 
Post 8 weeks = 29.57 
Post 16 weeks = 13.29 
 
Post 8 weeks = 6.2 
Post 16 weeks = 6.0 
 
Post 8 weeks = 11.4 
Post 16 weeks = 8.29 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Z = 2,499; P < 0,05 
P = ns 
 
NR 
Z = 2.366; P < 0.05 
 
Z = 2.1; p < 0.05 
P = ns 
 
NR 
Z = 2.3, P < 0.05 
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Schoevers 
et al., 
(2013) 
 
Results 
presented 
comparing 
I-MBCT 
with 
control 
group at 
post-
interventio
n and 
comparing 
post-
interventio
n with 3-
month 
follow up. 
PAID (Problem Areas in Diabetes) 
 
 
 
 
 
 
 
 
 
FFMQ (Five Facet Mindfulness Scale – 
subscales ACT with Awareness and 
Accept without Judgement) 
 
 
 
 
 
 
 
 
 
 
 
SRS (Self-Regulation Scale) 
Int. n = 12 
Cont. n = 
12 
 
Int 
 
 
Cont 
 
 
 
 
 
 
 
Int. 
 
 
Cont. 
 
 
 
Int. 
 
 
Cont. 
 
 
Int. 
 
 
Cont. 
 
 
PAID = 41.6 (15.2) 
 
 
PAID = 39.0 (16.8) 
 
 
 
 
 
 
 
FFMQ (Act with 
Awareness) = 21.2 (6.0) 
 
FFMQ (Act with 
Awareness) = 22.3 (4.8) 
 
 
FFMQ (Accept without 
Judgement) = 11.3 (2.8) 
 
FFMQ (Accept without 
Judgement) = 11.9 (2.7) 
 
SRS = 22.7 (4.9) 
 
 
SRS = 20.9 (5.4)  
Post 8-10 weeks = 19.3 (14.3) 
3-month follow up = 23.1 (15.2) 
 
Post 8-10 weeks = 35.8 (16.3) 
3-month follow up = NR 
 
 
 
 
 
 
Post 8-10 weeks = 25.9 (5.9) 
3-month follow up = 27.3 (6.9) 
 
Post 8-10 weeks = 22.6 (4.4) 
3-month follow up = NR 
 
 
Post 8-10 weeks = 12.3 (3.1) 
3-month follow up = 13.5 (3.6) 
 
Post 8-10 weeks = 12.3 (2.9) 
3-month follow up = NR 
 
Post 8-10 weeks = 27.8 (7.5)  
3-month follow up = 28.1 (5.9) 
 
Post 8-10 weeks = 21.5 (5.9)  
3-month follow up = NR 
P = 0.015, d = 1.08 
P >0.05 
 
 
 
 
 
 
 
 
 
P >0.05, d=0.63 
P >0.05 
 
 
 
 
 
P >0.05, NR 
P >0.05 
 
 
 
 
P < 0.031, d=0.93 
P >0.05 
 
Gregg et 
al., (2007) 
 
Results 
presented 
comparing 
differences 
AADQ (Acceptance and Action 
Diabetes Questionnaire) 
 
 
Int. = 43 
Cont. = 38 
 
Int. 
 
 
 
Cont. 
 
 
AADQ = 46.23 (16.97) 
 
 
 
AADQ = 50.48 (16.12) 
Post 3 month follow up = 54.10 
(15.4) 
 
 
Post 3 month follow up =48.43 
(14.86) 
P =0.011, partial eta squared = 0.12 
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* Post 8 week follow up obtained from Hartmann et al., (2012) 
** obtained from Kopf et al., (2014) 
  
between 
ACT group 
and control 
at post-
interventio
n. Non-
parametric 
testing. 
 
 
Miller et 
al., (2014) 
Results are 
presented 
comparing 
differences 
in scores 
from 
baseline for 
the MB-
EAT group 
and the 
Smart 
Choices 
group 
 
 
FFMQ (Five Facet Mindfulness 
Questionnaire) 
 
 
  
Int. 
 
 
Cont. 
 
 
 
 
FFMQ = 3.38 (0.11) 
 
 
FFMQ = 3.50 (0.11) 
 
Post 12 weeks = 0.19 (0.08) 
3-month follow up = 0.09 (0.08) 
 
Post 12 weeks = 0.29 (0.08) 
3-month follow up = 0.016 (0.08) 
 
 
P = 0.0139 
P = 0.0002 
 
P = 0.2498 
P = 0.0327 
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Appendix 8: Quality of studies  
 van Son et al., 
(2014) 
Tovote et al., 
(2014) 
Schroevers et 
al., 
(2013) 
Teixeira 
(2010) 
Hartmann et 
al., 
(2012) 
Gregg et al., 
(2007) 
Miller et al., 
(2014) 
Berghmans  
et al., 
(2012) 
Random sequence 
generation 
(selection bias) 
 
    ?  
 
 
 
? 
 
Allocation concealment 
(selection bias) 
 
? ? ? ? ? ? ? ? 
Blinding of participants 
and personnel 
(performance bias) 
 
X X X X X ? X X 
Blinding of outcome 
assessment 
 ? ? X X * ? ? 
Incomplete outcome data 
(attrition bias) 
 
  X     
 
 
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Selective outcome 
reporting 
(reporting bias) 
      X  
 = low risk of bias      x= high risk of bias   ? = unclear risk of bias    * = Assessors blinded 
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PART TWO: BRIDGING CHAPTER 
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1.0 Main body 
The aim of the following chapter is to twofold. Firstly, given that the original systematic 
review (Part One) was completed in March 2015, it is necessary to provide a brief update 
of the relevant literature published since its completion. Secondly, I will endeavour to 
describe the origin of my chosen research topic. Specifically, I will illustrate the factors, 
both personal and professional, which have led to the development of my research thesis.  
 
At the outset, it’s important to note that since the completion of the original systematic 
review (March 2015)  a similar systematic review has been published by (Noordali, 
Cumming, & Thompson, 2017). Notably, the authors included studies which utilised a 
non-RCT design. In total, 11 studies were identified and subjected to narrative synthesis. 
Significantly, each of the 8 RCTs included in the original systematic review (Berghmans, 
Godard, Joly, Tarquinio, & Cuny, 2012; Gregg et al., 2007; Hartmann, 2012; Miller et al., 
2014; Schroevers et al., 2013; Teixeira, 2010; Tovote et al., 2014; van Son et al., 2014) 
were included by Noordali et al., (2017). In addition 3 studies utilising a non-RCT design 
(Dreger, Mackenzie, & McLeod, 2015; Keyworth et al., 2014; Rosenzweig et al., 2007) 
were included by Noordali et al., (2017). Similar to the conclusion reached in the 
systematic review (Part one), the authors concluded that in relation to physical outcomes 
(e.g. HbA1c) there was mixed evidence for the effectiveness of MBIs, however MBIs did 
appear to consistently improve emotional well-being outcomes (e.g. depression, anxiety 
and distress) across studies (Noordali et al., 2017). Overall, this was a well conducted 
systematic review which supports, as well as adds, to the findings of the original 
systematic review presented previously.  
 
However, given the pace at which MBI research moves Goldberg et al., (2017), it was 
considered likely that further eligible studies had been published in the period since the 
completion of both these reviews. Therefore, it was decided to re-run the original search 
strategy to examine the current state of the evidence. Remarkably, in this period (March 
2015-December 2017), 8 additional studies meeting the inclusion criteria were published 
(see Figure 1). Unfortunately, due to practical constraints on the primary research team it 
was not possible to systematically review the quality of these studies. As such, a brief 
commentary of their main findings is presented below.  
 
Two studies utilised novel interventions (Friis, Johnson, Cutfield, & Consedine, 2016; 
Jung, Lee, & Park, 2015). The former study randomised patients to either an 8-week 
Mindful-Self Compassion Intervention or a wait-list control. Relative to control, the 
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authors reported that participants in the experimental group experienced statistically and 
clinically significant reductions in HbA1c, depression and diabetes related distress 
following the intervention, with improvements maintained 3-months following the 
intervention. In the latter study, Friis et al., (2016) randomised patients to an adapted 
MBSR intervention, a walking group or a patient education group. The authors reported no 
statistically significant differences in stress or blood glucose levels between groups, 
however the walking group appeared to be the most effective strategy for reducing stress 
amongst participants.  
 
Notably, two studies (Shayeghian, Hassanabadi, AguilarVafaie, Amiri, & Besharat, 2016; 
Whitehead et al., 2017) utilised an ACT based approach influenced by the promising work 
of Gregg et al., (2007). For example, Whitehead et al., (2017) adopted a similar format & 
design to Gregg et al., (2007), where participants were randomised to either an ACT plus 
education group (one day workshop), an education alone (one day workshop) or a 
treatment as usual group. In contrast, to Gregg et al., (2007), no statistically significant 
differences in depression, anxiety or acceptance of diabetes were observed between 
groups. Moreover, only participants in the education alone group experienced a statistically 
significant reduction in HbA1c 3-months following the intervention. In addition, 
statistically significant improvements in HbA1c were observed 6-months following the 
intervention for both the ACT plus education and education alone group relative to control, 
however there was a greater reduction in HbA1c reported in the education alone group 
compared to the ACT plus education group . In contrast Shayeghian et al., (2016) offered 
the ACT plus education intervention over longer duration i.e. 10 sessions (each 2-hours). 
Relative to control (one day education alone workshop), participants in the ACT plus 
education group were more likely to have HbA1c levels in the optimum target range. As 
such, these additional studies provide mixed support for the findings reported by Gregg et 
al., (2007).  
 
Two studies (Haenen, Nyklícek, van Son, Pop, & Pouwer, 2016; Nyklícek, van Son, Pop, 
Denollet, & Pouwer, 2016) performed mediation and moderator analyses on data from the 
DiaMind trial (van Son et al., 2014), which found that MBCT improved emotional well-
being outcomes (stress, depression and anxiety), but not physical outcomes (HbA1c). In 
the first of these studies, Haenen et al., (2016) found that increases in mindfulness 
mediated the effects of the intervention on stress, depression and anxiety immediately 
following the intervention, and on depression and anxiety 6-months following the 
intervention. In the latter study, Nylicek et al., (2016) found that men and participants high 
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in extraversion reported considerably less improvements in depression compared to 
women and participants with different personality profiles.  
 
Three studies (Snippe et al., 2015; Tovote et al., 2015, 2017) reported on data from Tovote 
et al., (2014), which found that both individually delivered MBCT (iMBCT) and CBT 
were equally effective at improving depression, anxiety, diabetes related distress for people 
living with diabetes. In a longitudinal analysis of this study, Tovote et al., (2016) found 
that the improvements observed immediately following treatment were maintained for both 
groups 9-months following completion of the study. In addition, Tovote et al., (2017) 
found that participants education was the only factor that differentially predicted a 
decrease in depressive symptoms directly after the interventions. For instance, participants 
with higher educational attainment responded better to MBCT, relative to CBT. However, 
this finding was not evident 9-months following the course. Finally, Snippe et al., (2015) 
found that high outcome expectations were predictive of post-treatment depressive 
symptoms in CBT and iMBCT. More specifically, higher outcome expectations predicted 
positive treatment improvements in depression, Notably, high outcome expectations also 
predicted greater levels of engagement in the intervention. For example, high outcome 
expectations were associated with course completion and greater amounts of home 
practice. 
 
In summary, it is encouraging to note that the majority of studies identified in this update 
build upon promising findings from existing research i.e. (Gregg et al., 2007; Whitehead et 
al., 2017). Moreover, the studies included in this update reflect a shift within the MABI 
literature, from an emphasis on what works, to an emphasis on how MABIs work and for 
whom (Gu, Strauss, Bond, & Cavanagh, 2015; van der Velden et al., 2015). On reflection, 
I believe that research of this nature coupled with my personal and professional 
experiences at the time was highly influential in the development of my research thesis.  
 
For instance, coinciding with this emergent research, in early 2015, I enrolled as a 
participant in an 8-week MBCT course. At the outset, it was suggested that mindfulness 
meditation training, like physical training, required frequent and sustained effort in order to 
produce positive outcomes (Chaskalson, 2014). In addition, the facilitator cited evidence 
from a recent research study which indicated that participants of MBCT who practiced 
formal mediation on three or more days a week during the course (more commonly 
referred to as home practice) were approximately half as likely to experience depressive 
relapse compared to participants who practiced less than three days a week during the 
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course (Crane, Crane, Eames, & Fennell, 2014). Impressed by this evidence and the 
strength of the facilitator’s conviction, I was intent on practicing the recommended amount 
of home practice during the course (i.e. 6 days out of 7 during the 8-week course). 
However, despite my best intentions, I often struggled to practice as frequently as advised - 
an experience which was common amongst other participants also. As a result, I 
questioned whether my classmates and I were deriving the full benefits of the course?  
 
Shortly after this experience, I was involved in a pilot study of a new mindfulness and 
acceptance based intervention for hospital outpatients with long-term conditions (MABIL). 
Despite producing positive outcomes (i.e. improvements in mood and mindfulness), semi-
structured interviews revealed that many of the participants struggled with home practice 
during the course. Consequently, the issue of home practice was at the forefront of my 
thinking once again. I questioned whether we were doing enough to support people with 
this aspect of the course? As a result, I began to wonder what else could be done to support 
people with practicing mindfulness meditation outside of session? 
 
As a trainee health psychologist, I felt well placed to approach the issue from the 
perspective of health psychology. As such, I began to conceptualise outside of session 
practice as a health enhancing behaviour. Following an extensive literature review (Conner 
& Norman, 2005; Michie et al., 2011), I brought this issue to the attention of the MABIL 
facilitator, who was supportive of the idea of developing a behaviour change intervention 
which could be embedded into the existing MABIL course to support home practice 
adherence.  
 
The following research thesis (Part three) describes the rationale and development of a 
behaviour change intervention to increase participant’s home practice adherence. More 
specifically, the following research thesis explores whether the addition of a behaviour 
change intervention to the existing MABIL course resulted in greater adherence to home 
practice recommendations relative to an active control group, and whether increased 
adherence to home practice led to better outcomes. 
 
It is important to note that the current research thesis sits within a larger evaluation of the 
MABIL project, which includes both a quantitative and qualitative investigation of the 
effectiveness of the MABIL course. The following research thesis does not include 
information related to this larger research project, instead the research thesis presented here 
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is solely concerned with exploring the effects of incorporating a behaviour change 
intervention to support home practice engagement during the MABIL course.  
In conclusion, my interest in home practice has been influenced by personal and 
professional experiences over the past four years. Throughout this period, I have consulted 
the literature and sought the advice of peers in the development of this research thesis. 
Thus, I feel I have developed a piece of novel, worthwhile research, which represents the 
development of my research interests over the period of the doctoral programme.  
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 Figure 2: PRISMA Flow Diagram March 2015 – December 2017 
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PART THREE: RESEARCH THESIS 
 
 
 
 
 
Increasing home practice engagement during a mindfulness-
based intervention for people with long-term health 
conditions: An exploratory randomised controlled trial. 
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Abstract 
 
Background: Regular and sustained mindfulness practice (home practice) is considered a 
key component by which mindfulness-based interventions (MBIs) exert their positive 
effects (Parsons, Crane, Parsons, Fjorback, & Kuyken, 2017). However, participants often 
report struggling with home practice during and following MBIs (Jon Kabat-Zinn, 2017a). 
As such, this study explores whether the addition of a narrative health communication 
intervention (MABIL in the City) to an existing MBI could support participants home 
practice during and following the intervention. In addition, this trial aimed to explore 
whether greater engagement with home practice led to better outcomes immediately 
following the intervention and at follow-up. 
 
Design: The study adopted a single-blind randomised controlled design. Participants were 
randomised to either an experimental group (MBI + ‘MABIL in the City’) or an active 
control group (MBI).  
 
Method: Forty-four adults with at least one long-term health condition, were included in 
the trial. Participants in both groups completed a battery of mood & mindfulness 
questionnaires including the PHQ-9; GAD-7 & FFMQ-SF (Bohlmeijer, Klooster, 
Fledderus, Veehof, & Baer, 2011; Kroenke, Spitzer, & Williams, 2001; Spitzer, Kroenke, 
Williams, & Löwe, 2006) at the beginning, end and 3-months following the intervention. 
In addition, participants in both groups completed weekly home practice logs. 
 
Results: There was no statistically significant association between group and frequency of 
practice ( 3 days of < 3 days) during the course, p = .705, or at follow-up, p = .743. 
Finally, no statistically significant differences in PHQ-9, GAD-7 & FFMQ-SF ratings were 
observed for participants who practiced on average  3 days a week during the course 
compared to participants who practiced on average < 3 days a week during the course. 
However, 3-months following the intervention, participants who reported practicing on 
average  3 days a week had statistically significant improvements in PHQ-9 & GAD-7 
ratings compared to participants who practiced less frequently i.e. < 3 days a week, p = 
.039., d =.79 (medium effect; Cohen, 1988), p = .047., d =.82 (large effect; Cohen, 1988).  
 
Conclusions: Overall, MABIL in the City failed to increase participants home practice 
engagement as intended. However, the finding which indicated that participants who 
practiced more regularly 3-months following the intervention had greater improvements in 
PHQ-9 and GAD-7 ratings compared to participants who practiced less frequently is an 
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important finding which provides support for the value of ongoing mindfulness practice – 
however these findings should be interpreted in light of the studies limitations.  
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1.0 Introduction 
 
1.1 The impact of long-term conditions 
Long term health conditions (hereafter LTCs) are the leading cause of morbidity and 
mortality worldwide, causing approximately 70% of all deaths (World Health 
Organisation, 2017). Common LTCs include diabetes, arthritis, chronic musculoskeletal 
disorders, chronic respiratory conditions and cardiovascular disease. In addition, as a result 
of medical advances and subsequent improvements in prognoses, HIV and some forms of 
cancer are increasingly considered LTCs (Naylor, Parsonage, NcDaid, Knapp, Fossey, & 
Galea, 2012). In terms of the domestic picture, approximately 30% of the UK population 
(15.4 million) has at least one LTC, with this figure forecast to rise to 18 million people by 
2025 (Department of Health, 2013) In addition, the number of people living with multiple 
LTCs is also rising rapidly. For instance, it is forecast that by 2018, 2.9 million will be 
living with two or more LTCs in the UK (Department of Health, 2014). As a result, there 
are increasing costs and pressures on the National Health Service (NHS). Indeed, The 
Department of Health estimates that LTCs account for approximately 70% of total health 
and social care spending in the UK (Iacobucci, 2017).  
 
At an individual level, living with a LTC can bring with it considerable physical, emotional 
and social challenges (Coulter, Roberts, & Dixon, 2013), which can have a deleterious 
effect on one’s mental health. Indeed, conservative estimates indicate that people with 
common LTCs are two to three times more likely to experience mental health difficulties, 
compared with the general population (Pilling, Anderson, Goldberg, Meader, & Taylor, 
2009; Riba, Wulsin, Rubenfire, & Ravindranath, 2012). Likewise, in relation to medically 
unexplained symptoms (MUS), it is estimated that approximately 31% of people meet the 
criteria for major depressive disorder, while 19% meet the criteria for panic disorder 
(Kleinstäuber, Thomas, Witthöft, & Hiller, 2012; Kleinstäuber, Lambert, & Hiller, 2017). 
This figure rises further for people with co-morbidities (Iacobucci, 2017) with research 
indicating that people with more than one LTC are seven times more likely to experience 
depression compared to people without a LTC (Moussavi & Chatterji, 2007). This is 
important because increased psychological distress is associated with decreased adherence 
to medical treatment, lower quality of life, increased healthcare use and cost, more medical 
complications, increased disability and increased risk of death (Fellow-Smith et al., 2012). 
As such, it’s increasingly acknowledged that providing adequate psychological support for 
people with LTCs can reduce healthcare consumption, lead to improvements in both 
mental and physical health (Naylor, et al., 2012). 
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1.2 Psychological interventions for people living with LTCs 
Of the available psychological interventions, Cognitive Behavioural Therapy (hereafter 
CBT) has been widely applied, both individually and in groups, to improve distress and 
self-management for people with LTCs (Beatty & Lambert, 2013; Ismail, Winkley, & 
Rabe-Hesketh, 2004; Petrie, Perry, Broadbent, & Weinman, 2012). From a theoretical 
perspective, beliefs are seen as the central process that maintains distress in CBT (Beck, 
1976). This perspective is supported by studies showing that maladaptive beliefs about 
illness predict many salient outcomes (e.g. quality of life, treatment adherence and mood; 
Petrie & Weinman, 2012). Therefore, traditional CBT comprises techniques such as 
cognitive restructuring, which involves challenging a person’s maladaptive cognitions 
about illness, its treatment, or the self, as a means of reducing distress, and improving self-
management behaviour (Halford & Brown, 2009).  
 
Despite its strong evidence base, commentators have questioned whether CBT’s emphasis 
on challenging cognitions is necessary to achieve these ends (Ekers, Richards, & Gilbody, 
2008; Longmore & Worrell, 2007; Masterson et al., 2014). More specifically, in relation to 
LTCs, commentators have expressed the opinion that certain illness related cognitions may 
be realistic for people with LTCs at certain times, and therefore techniques based on 
cognitive restructuring may not be suitable (Graham, Gouick, Krahé, & Gillanders, 2016). 
Instead approaches which emphasise changing the relationship to illness related cognitions 
may be more appropriate (Farmer & Chapman, 2016; Hayes & Hofmann, 2017). 
 
Against this backdrop, a new generation of therapies, commonly referred to as ‘third wave’ 
have emerged in recent decades (Dimidjian & Segal, 2015). A distinguishing feature of 
these approaches is their emphasis on mindfulness and acceptance of inner experience (i.e. 
thoughts, emotions and physical sensations). For example, in comparison to CBT, these 
therapies focus on changing the function of cognitions, such as thought suppression or 
experiential avoidance (Baer, 2003), rather than changing the cognitions themselves 
(Hayes, Levin, Plumb-Vilardaga, Villatte, & Pistorello, 2013; Herbert & Forman, 2012). It 
is thought that such a stance enables individuals to relate differently to inner experience 
and notice habitual reactions which contribute and maintain distress (Burch & Penman, 
2013).  
  
Amongst others, ‘third wave’ therapies include, Mindfulness-based Stress Reduction 
(MBSR; (Kabat-Zinn, 1982) Mindfulness-based Cognitive Therapy (MBCT; Segal, 
Williams, Teasdale, 2002), Acceptance and Commitment Therapy (ACT; Hayes, 2004), 
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Compassion Focussed Therapy (CFT; Gilbert, 2014) and Dialectical Behaviour Therapy 
(DBT; Linehan et al., 1999). However, it is important to note that only MBSR and MBCT 
explicitly include intensive training in mindfulness meditation practice as part of treatment 
(Chiesa & Malinowski, 2011).  Thus, similar to Crane et al., (2017) and Strauss, Cavanagh, 
Oliver, & Pettman, (2014) mindfulness-based interventions (hereafter MBIs) were 
considered to include MBSR, MBCT and modifications or adaptions of these which 
explicitly include intensive training in mindfulness meditation.  
 
1.3 What is mindfulness: origins, definitions and theoretical models 
Mindfulness meditation is rooted in the philosophical and spiritual traditions of Buddhism 
(Harrington & Dunne, 2015). The term “mindfulness” is a translation of the Pali word sati, 
which can be traced back over 2500 years (Nilsson & Kazemi, 2016). Within Buddhism, 
mindfulness is practiced as a means of developing self-knowledge and wisdom, in order to 
eventually achieve enlightenment, or freedom from suffering (Hanson & Mendius, 2009). 
 
In contrast, mindfulness as practiced in the West is considered a secular approach, which 
owes much of its expansion to the pioneering work of Jon Kabat-Zinn (Wilson, 2014). As 
a PhD student studying molecular biology at Michigan Institute of Technology, Kabat-
Zinn became interested in the meditative practices of Zen Buddhism. Subsequently, 
throughout the 1970’s, Kabat-Zinn sought out and practiced alongside some of the most 
prominent meditation practitioners including Philip Kapleau & Thich Nhat Hanh (Wilson, 
2014). While convinced of the universal value of mindfulness meditation training, he felt 
that as a spiritual practice it was incompatible with Western lives in an increasingly secular 
age (Cullen, 2011). Upon returning to his work in a hospital in Boston, Massachusetts, he 
observed that so much of the suffering associated with LTCs, lay in the attitude one 
brought to their condition (Chaskalson, 2014). As such, he felt that regular meditation 
practice which involved mindfulness and acceptance of one’s experience without reactivity 
and judgment, might result in marked reduction in symptoms such as pain, stress and 
anxiety (Kabat-Zinn, 2006; Kabat-Zinn, Lipworth, & Burney, 1985). Indeed, it was this 
insight which led Kabat-Zinn, to translate what he felt was useful about mindfulness 
meditation practice into a training which was accessible for patients within a Western 
medical context. The result of these efforts was the development of MBSR (Kabat-Zinn, 
1982). Subsequently, MBSR has become an armature for the development of a number of 
other MBIs, the most important of which is MBCT (Segal, Williams, & Teasdale, 2002), 
which is an integration of CBT and MBSR (Segal, Williams, & Teasdale, 2013).  
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The definition of mindfulness espoused by both MBSR & MBCT has been described as the 
awareness that arises from: “paying attention in a particular way: on purpose, in the 
present moment, and non-judgmentally.” (Kabat-Zinn, 1994, p. 4). Influenced by this 
operationalisation a number of models have been proposed to account for the positive 
effects associated with mindfulness meditation practice (Hölzel et al., 2011; Shapiro, 
Carlson, Astin, & Freedman, 2006). For example, one of the most widely cited models 
Shapiro et al., (2006) posits that mindfulness meditation practice includes three 
components: (1) Intention; (2) Attention; (3) Attitude. The IAA model (see Figure 1) uses 
the definition offered by Kabat-Zinn above as a touchstone. For example, each component 
addresses a specific aspect of Kabat-Zinn’s (1994) definition: 
1. Intention relates to the deliberate quality of mindfulness practice i.e. “on purpose” and 
has been conceptualised as one’s reason or motivation for practicing mindfulness. 
According to its authors this element of mindfulness practice is neglected to some extent in 
Western contexts in comparison to Buddhist traditions, where the intention to cultivate 
mindfulness is seen as part of attaining enlightenment. In relation to intention, Kabat-Zinn 
remarks: “your intentions set the stage for what is possible. They remind you from moment 
to moment of why you are practicing in the first place” (Kabat-Zinn, 1990, p. 32).    
2. Attention or “paying attention” to internal and external experiences moment-to-moment 
is considered a fundamental component within the IAA model. Shapiro et al., (2006) 
suggest that the essential capacities of attention are sustained focus and flexibility of focus 
(McCown, Reibel, & Micozzi, 2010), which are cultivated explicitly through consistent 
and sustained mindfulness meditation practice.  
 
3. Attitude refers to the qualities an individual brings to his/her attention i.e. “in a particular 
way”. The “non-judgmental” attitude that is called for is not “bare awareness”, but rather 
an accepting, open, and kind curiosity to one’s moment-to-moment experience (Shapiro et 
al., 2006). As such, how one attends to their experience is fundamental (Kabat-Zinn, 
2003). Through regular mindfulness practice one becomes increasingly able to take interest 
in each experience as it arises and also allow what is being experienced to pass away 
(Shapiro et al., 2006).  
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Figure 1: The IAA Model (Shapiro et al., 2006) 
 
“Used with permission of Springer Nature”  
Notably, intention, attention, and attitude are not separate processes or stages, but 
simultaneously manifesting elements of mindfulness meditation practice (McCown, Reibel 
& Miccozzi, 2010). Building on each of the components, Shapiro et al., (2006) propose a 
model of the potential mechanisms of mindfulness training, in which intentionally 
attending with an attitude of accepting, open and kind curiosity to experience leads to a 
significant shift in perspective, which they term reperceiving. According to its originators, 
reperceiving refers to the ability to “disidentify from the contents of consciousness and 
view his or her moment-by-moment experience with greater clarity and objectivity” 
(Shapiro et al., 2006, p. 377). For instance, regular mindfulness practice increases one’s 
capacity to move from a position of complete identification with one’s experiences to a 
position in which the experience becomes available for observation (McCown, Reibel & 
Miccozzi, 2010). As a result, reperceiving may lead to additional mechanisms that in turn 
contribute to the positive outcomes produced by mindfulness practice, including: self-
regulation, values clarification, cognitive, emotional and behavioural flexibility, and 
exposure (Carmody, Baer, Lykins, & Olendzki, 2009; Shapiro, Carlson, Astin, & 
Freedman, 2006). 
In relation to self-regulation, Shapiro et al., (2006) suggest that through reperceiving, one 
is able to attend to thoughts and emotions with less reactivity, thus allowing one the 
opportunity to self-regulate in ways that foster greater health and well-being. Likewise, 
reperceiving may also provide one with the opportunity to reflect on what is truly 
meaningful or valuable to them. In addition, it may also facilitate more flexible cognitive, 
emotional and behavioural responding to inner and outer experience in contrast to the more 
rigid patterns of reactivity that result from being overly identified with one’s current 
experience. Lastly, in relation to exposure, reperceiving is thought to create a space in 
which one can explore and subsequently learn to tolerate unwanted experience (i.e. 
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negative thoughts, emotional states or physical discomfort) with greater objectivity and 
less reactivity (Baer, 2003; Segal, Williams, Teasdale, et al., 2002). While useful, and 
widely cited Shapiro et al., (2006) did not develop the IAA model with the intention that it 
would capture the complexities of mindfulness as a construct. Instead, the authors 
perceived the IAA model as a first attempt to capture the potential mechanisms of action 
underlying MBIs. 
In a subsequent attempt to integrate the promising empirical evidence base within a 
comprehensive theoretical framework Hölzel et al., (2011) described four essential 
processes through which mindfulness operates: attention regulation, body awareness, 
emotion regulation, and change in perspective of self (see Table 1). Within this framework, 
the authors propose that each process mutually facilitates each other. For example, 
attention regulation is considered particularly important, as it appears to be a prerequisite 
for the other processes to take effect. Likewise, focused attention on internal events is 
necessary in order for individuals to gain an increased awareness of bodily sensations as 
well as regulation of emotions. Additionally, the ability to sustain attention focused on 
conditioned stimuli is also a prerequisite for the successful recognition and cessation of 
conditioned responses. Furthermore, the authors suggest that enhanced body awareness 
might be closely related to the changes in the perspective on the self and might facilitate a 
detachment from identification with a static sense of self – a process akin to Shapiro’s et 
al., (2006) term reperceiving. Consequently, this change in perspective may result in 
reappraisal of situations in ways, which might provide motivation for further development 
of attention regulation and body awareness.  
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Table 1: Mechanism through which mindfulness works (Hölzel et al., 2011) 
Mechanism Example 
1. Attention regulation Sustaining attention on the chosen object: whenever distracted, 
returning attention to the object 
2. Body awareness Focus is usually an object of internal experience: sensory 
experiences of breathing, emotions, or other body sensations 
3.1 Emotional 
regulation: reappraisal 
Approaching ongoing emotional reactions in a different way 
(non-judgementally, with acceptance) 
3.2 Emotional 
regulation: exposure, 
extinction, and 
reconsolidation 
Exposing oneself to whatever is present in the field of 
awareness: letting oneself be affected by it: refraining from 
internal reactivity 
4. Changes in 
perspective on the self 
Detachment from identification with a static sense of self 
“Used with permission of Sage Publications”  
 
1.4 Clinical features of MBIs 
It is important to note that both MBSR and MBCT share many similarities (Baer, 2003), in 
fact, according to its originators MBCT shares an approximate 80% overlap with MBSR 
(Segal, Williams & Teasdale, 2002). For example, both are offered in a group 
environment, across 8 weekly sessions of 2-2.5 hours, with an all-day session held during 
the sixth week (Santorelli, Meleo-Meyer, Koerbel, & Kabat-Zinn, 2017; Segal, Williams, 
& Teasdale, 2002). In each session a number of core meditation practices including body 
scan, sitting meditation and mindful movement are introduced.  
 
In addition, participants are invited to practice mindfulness in everyday life, such as 
mindful eating and walking, with the aim of inculcating mindful awareness as part of 
living in general (Santorelli et al., 2017; Segal, Williams, & Teasdale, 2002). Similarly, 
throughout the duration of both interventions, regular practice of these mindfulness 
meditations is encouraged outside of class-based sessions. This outside of session practice 
or home practice, as it is more commonly known, comprises formal and informal 
mindfulness meditation practices. Formal practice consists of guided meditations which 
include: body scan, sitting mediation & mindful movement. Participants are also 
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encouraged to generalise learning through informal practice, which includes mindfulness 
of routine activities and noticing pleasant and unpleasant experiences. MBSR protocols 
recommend 45 minutes of formal mindfulness practice and 5–15 min of informal practice, 
on 6 days per week during the intervention (MBSR; Santorelli, Meleo-Meyer, Koerbel, & 
Kabat-Zinn, 2017), while MBCT protocols recommend 45 minutes of formal mindfulness 
practice and an unspecified duration of informal mindfulness practice 6 days per week 
throughout the intervention (MBCT; Segal, et al., 2002).  
 
Given the similarities, perhaps the main difference between MBSR & MBCT then is one 
of intention. For instance, MBCT was originally developed with the intention of treating 
recurrent depression (Gu, Strauss, Bond, & Cavanagh, 2015). Therefore, unlike MBSR, 
MBCT targets the germane experiences of a particular population (McCown, Reibel & 
Miccozzi, 2010). As such MBCT, in contrast to MBSR, positions itself very much as a 
clinical intervention. This has resulted in the development of a manualised curriculum, the 
primary aim of which is to teach participants, through regular mindfulness practice, to 
identify and disengage from patterns of mind such as rumination which perpetuates 
depression (Segal et al., 2002). Thus, MBCT provides participants with the opportunity to 
recognize and experience their triggers for depressive relapse in a way that provides the 
space and affective distance to make more skillful choices, which is thought to reduce the 
risk of depressive relapse (McCown, Reibel & Miccozzi, 2010).  
 
Beyond reducing the risk of recurrent depression, in recent years MBCT has been applied 
successfully to a range of other psychological difficulties such as current depression 
(Hofmann, Sawyer, Witt, & Oh, 2010), bi-polar disorder (Deckersbach et al., 2012), health 
anxiety (McManus, Surawy, Muse, Vazquez-Montes, & Mark Williams, 2012), as well as 
physical health difficulties such as, diabetes (Noordali, Cumming, & Thompson, 2017), 
coronary heart disease (O’Doherty et al., 2015), and chronic pain (de Jong et al., 2016). 
 
As recommended by Teasdale, Segal & Williams (2003), this expansion has necessitated 
modifications to the original MBCT protocol to account for the population being served. 
For example, to account for difficulties with attentional control and restlessness in a 
currently depressed population, Deen, Sipe, & Eisendrath (2016) recommend shortening 
periods of sitting meditations and placing greater emphasis on mindful movement/yoga, 
walking meditation, and brief “breathing spaces.” More generally, typical adaptions to the 
original protocol (Segal et al., 2002) include changes to the content, language, and duration 
of formal home practice assigned. According to Crane, Brewer, Feldman, Kabat-Zinn, 
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Santorelli, Williams & Kuyken, (2016) these adaptions represent a necessary “warp” and 
“weft” of MBIs. However, for the purposes of clarity the authors advocate that adapted 
versions use a title other than MBSR or MBCT. 
 
1.5 Evidence for MBIs 
Encouragingly research into the effectiveness of MBIs has grown exponentially in recent 
years (see Figure 2). As a result, MBIs are now supported by an impressive evidence base 
(Goldberg et al., 2018). For example, in a recent systematic review and meta-analysis of 
142 studies comprising over 12,000 participants, MBIs were found to be superior to no 
treatment (d = 0.55), minimal treatment (d = 0.37), non-specific active control (d = 0.35), 
specific active controls (d = 0.23), and equally effective as established evidence-based 
treatments (d = −0.004) for a wide range of psychiatric disorders (Goldberg et al., 2018).  
 
Similarly, MBIs have been found to have positive consequences for both psychological 
and physical health (Gotink et al., 2015; Khoury et al., 2013). In relation to the latter, 
Khoury et al. (2013) conducted a meta-analysis of MBIs in a combined total of 12,145 
participants with diverse demographic and clinical profiles. The authors reported effect-
size which indicated that MBIs are moderately effective in pre-post comparisons (n = 72; 
Hedge's g = .55), in comparisons with waitlist controls (n = 67; Hedge's g = .53), and when 
compared with other active treatments, such as psychoeducation and relaxation (n = 68; 
Hedge's g = .33). Similar to Goldberg et al., (2018), MBIs did not differ from traditional 
CBT or behavioral therapies (n = 9; Hedge's g = −.07) or pharmacological treatments (n = 
3; Hedge's g = .13). While, MBIs were equally effective as traditional CBT, the authors 
noted that the average attrition rate of the selected MBI trials was lower than that of 
traditional cognitive and behavioral treatments. Likewise, Gotink et al. (2015) in a 
systematic review of existing meta-analyses and RCTs of MBIs, noted that participation in 
these programs led to improvements in psychological outcomes such as, stress (d = 0.51), 
anxiety (d = 0.49), depressive symptoms (d = 0.37) and quality of life (d = 0.39). In 
addition, albeit smaller than the aforementioned psychological effects, the authors noted 
that participation in MBIs led to improvements in physical health outcomes (d = 0.27).  
 
For instance, the cultivation of mindfulness may promote physical and psychological 
health through a number of pathways including decreased perception of pain severity 
(Veehof, Oskam, Schreurs, & Bohlmeijer, 2011), reduced stress, anxiety and depression 
(Khoury et al., 2013), improved adherence to treatment (Salmoirago-Blotcher & Carey, 
2018), enhanced ability to take meaningful action (Chatzisarantis & Hagger, 2007), 
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improved interpersonal relationships and social connectedness (Gootjes & Rassin, 2014), 
and changes to biological pathways affecting health such as improved immune function 
(Carlson, Speca, Faris, & Patel, 2007; Davidson et al., 2003), reduced blood pressure and 
cortisol levels (Carlson et al., 2007), and increased telomerase activity (Jacobs et al., 
2011).    
In addition to the physical and psychological evidence presented above, MBIs have been 
associated with beneficial neurophysiological changes also (Chiesa & Serretti, 2009; 
Holzel et al., 2011). For instance, in a review of the literature, Chiesa & Serretti (2010) 
noted consistent support for an association between long-term meditation practice and 
thicker cerebral areas and structures related to attention. Likewise, participation in MBSR 
has been associated with changes in grey matter concentration in brain regions involved in 
learning and memory processes, emotion regulation, self-referential processing, and 
perspective taking (Holzel et al., 2011). More recently, Hatchard et al., (2017) remarks that 
preliminary neuro-imaging studies suggest that mindfulness training affects areas of the 
brain related to attention, introspection, and emotional processing.  
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Figure 2: Mindfulness Journal Publication 1980-2017 (American Mindfulness Research 
Association, 2018) 
 
 
1.6 Importance of home practice  
Across MBIs the acquisition of mindfulness is considered a process that can only occur 
through the experiential learning that arises as a result of consistent and sustained home 
practice (Grossman & Van Dam, 2011).  Indeed, (Kabat-Zinn, 2003) asserts that improved 
mindfulness can be achieved through regular home practice, which in turn leads to 
symptom reduction and improved well-being. Similarly, other mechanisms of change 
implicated within MBIs including emotional & cognitive reactivity and ruminative 
thinking are thought to improve as a result of regular home practice (Alsubaie et al., 
2017a). Thus, from a theoretical perspective, home practice is considered as an essential 
component contributing to the therapeutic effects associated with MBIs (Gu et al., 2015; 
Lloyd, White, Eames, & Crane, 2017). 
 
From a clinical perspective, home practice has been described as the “transformational 
backbone” of MBIs (Santorelli, 2007). This is reflected in the significant amount of home 
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practice assigned during MBIs (Parsons et al., 2017). Commentators routinely 
acknowledge the substantial commitment and effort required on behalf of participants to 
engage in the recommended amounts of home practice (Chaskalson, 2014). Accordingly, 
significant efforts are made during MBIs to emphasise the importance of regular and 
sustained home practice. For instance, during the assessment phase, facilitators are advised 
to discuss the importance of regular home practice with participants, which often includes 
a discussion about potential barriers to home practice and possible methods for overcoming 
such barriers (https://www.ukmindfulnessnetwork.co.uk/guidelines/). In addition, 
participants typically receive supporting materials, including audio meditations (CD’s or 
downloadable files) and written materials (participant handbook/home practice diaries or 
logs) to support their home practice. Finally, in order to consolidate learning gained from 
home practice, within each session participants are encouraged to share their experience of 
home practice during the week with the facilitator, often through group discussion and or 
submission of home practice diaries or logs.  
Despite the apparent importance placed on regular and sustained home practice from both 
theoretical and clinical perspectives, empirical research has been slow to address the topic 
(Baer, 2003; Garland & Howard, 2018; Manuel, Somohano, & Bowen, 2017; Vettese, 
Toneatto, Stea, Nguyen, & Wang, 2009) Moreover, while research demonstrates that MBIs 
increase trait mindfulness (Keng, Smoski, & Robins, 2011), reduce emotional reactivity 
(Britton, Shahar, Szepsenwol, & Jacobs, 2012)  and rumination (Desrosiers, Vine, 
Klemanski, & Nolen-Hoeksema, 2013), which in turn improves subjective well-being and 
psychological outcomes (Gu et al., 2015; van der Velden et al., 2015b), it does not follow 
that greater adherence to home practice recommendations lead directly or indirectly to 
better outcomes (Epstein, Robins, Curry, Morey, & Strauman, 2016). Fortunately, in recent 
years a growing number of studies have begun to explore the purported relationship 
between home practice and these outcomes in MBIs (Lloyd et al., 2017; Parsons et al., 
2017).  
1.7 Evidence of association between home practice and psychological and physical 
health outcomes 
For example, in a recent systematic review of 14 controlled studies, Lloyd et al., (2017) 
found mixed support for the proposed relationship between home practice and outcomes 
MBIs. More specifically, the authors found that only 7 of the studies included directly 
examined the relationship between home practice and outcome, of which 4 studies reported 
that home-practice predicted improvements in clinical outcomes as expected (Cash et al., 
2015; Crane et al., 2014; Gross et al., 2011; Speca, Carlson, Goodey, & Angen, 2000).  
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In the first of these studies, Speca et al., (2000) found that average daily duration of home 
practice during an adapted 7-week MBSR course, predicted improvements in mood, as 
measured by the Profile of Mood states (POMS; McNair, Lorr, & Droppleman, 1971) in a 
population of cancer outpatients. More specifically, when average daily duration of home 
practice was entered into a regression model, the result was significant (p <.03) and 
accounted for 15.5% of the variance in mood improvements. In a later study (Gross et al., 
2011), which randomised patients with chronic insomnia to either standard MBSR or a 
pharmacotherapy intervention, the authors found that participants in the MBSR group 
practiced on average 23.7 minutes a day during the intervention period. Moreover, 
reductions in Dysfunctional Beliefs and Attitudes about Sleep (DBAS; Morin, Vallières, & 
Ivers, 2007) and activity limitation due to insomnia were significantly predicted by average 
daily duration of home practice during the intervention (Spearman’s rho correlations =0.62 
and 0.71, p <.02).  Likewise, Crane et al., (2014), reported a significant association (HR = 
.97, p < .018) between mean daily duration of formal home practice (and hazard of relapse 
to major depression) for participants with 3 or more previous episodes of depression 
enrolled on an MBCT course. Significantly, the authors found that participants who 
engaged in formal, but not informal home practice, on average three or more days per 
week during the intervention were approximately half as likely to relapse over a 12-month 
period compared to those who practiced on average less than three day per week during the 
course (HR = .53, < .03). Finally, Cash et al., (2015) reported that frequency of home 
practice 2-months following a standard MBSR intervention for participants with 
fibromyalgia (pervasive chronic pain condition) predicted reduced pain (Visual Analog 
Scale; R
2
 = .42; p <.01, partial r = -.45) and symptom severity (Fibromyalgia impact 
Questionnaire; Burckhardt, Clark, & Bennett, 1991; R
2
 = .24; p <.05, partial r = -.40). 
Notably, within Lloyd et al., (2017) systematic review only one controlled study (Perich, 
Manicavasagar, Mitchell, Ball, & Hadzi-Pavlovic, 2013) examined the relationship 
between formal home practice amounts and levels of mindfulness (MASS; Brown & Ryan, 
2003). Similar to Crane et al., (2014), the authors dichotomised the sample into those who 
reported engaging in formal home practice on average 3 or more time a week and those 
who practiced less than 3 days a week on average during the intervention. Overall, 
participants reported practicing formal meditation on average 3.77 days per week during 
the intervention. Contrary to expectation the authors found no relationship between 
frequency of formal home practice and mindfulness immediately following the 
intervention or at 12-months follow-up for participants diagnosed with bi-polar disorder. 
Interestingly, the authors did find that participants who practiced on average 3 or more 
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days during the intervention had statistically significant improvements in anxiety 
(State/Trait Anxiety Inventory; STAI; Spielberger, Gorsuch, Lushene, Vagg, & Jacobs, 
1983; p = 0.15) compared to those who practiced less frequently. Additionally, greater 
frequency of formal home practice during the MBCT course was negatively correlated 
with depression scores 12 months following the intervention (Montgomery-Asberg 
Depression Rating Scale; MADRS; Montgomery & Asberg, 1979; p = .024).  
 
Commenting on the findings of their review, Lloyd et al., (2017) assert that mindfulness 
research is at an early stage, with most of the emphasis to date afforded to establishing the 
efficacy and effectiveness of MBIs. Therefore, research exploring the purported 
relationship between home practice and outcomes in MBIs is typically a secondary rather 
than a primary aim of research. Consequently, the controlled studies to date which have 
explored this relationship have been carried out within a broad range of populations, using 
a variety of different outcome measures, which contributes to the mixed findings observed. 
A particular shortcoming of the Lloyd et al., (2017) review is that non-controlled studies 
were excluded, which limits consideration of potentially relevant studies. As such, in order 
to fully understand the relationship between home practice and outcome more fully there is 
a need to consider non-controlled studies also.   
 
For instance, in an early uncontrolled study by Schenström, Rönnberg, & Bodlund (2006),  
the authors found that primary care staff who engaged in formal home practice on average 
three or more days per week during a Mindfulness-Based Cognitive Attitude training, had 
greater levels of dispositional mindfulness, as measured by the Mindful Attention 
Awareness Scale (MASS; Brown & Ryan, 2003) on completion and 3-months following 
the intervention. Likewise, Carmody & Baer, (2008), found that in a heterogeneous 
population of MBSR participants, increased time spent engaging in formal home practice 
during the intervention was significantly related to improvement in the observe (r = .33), 
act with awareness (r = .27), (r = .33) and non-react (r = .36) facets of the Five-Factor 
Mindfulness Questionnaire (FFMQ; Baer, 2006), as well as measures of well-being (r = 
.42), perceived stress (r = .26), and anxiety (r = .29). Furthermore, the observed increases in 
trait mindfulness was shown to completely mediate the relationships between formal home 
practice and psychological symptoms and perceived stress, which suggests that home 
practice led to increases in mindfulness, which in turn led to improvements in 
psychological well-being and reductions in perceived stress (Carmody & Baer, 2008). The 
authors concluded that the total amount of time spent engaging in formal home practice led 
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to reductions in cognitive and emotional reactivity and to a lesser extent the ability to 
observe mindfully and act with awareness, which in turn led to improved psychological 
outcomes. In relation to the proposed relationship between home practice and rumination 
(Segal, Williams & Teasdale, 2013), a study by Ramel et al., (2004) found that the amount 
of home practice reported during (8 weeks) and following (2 weeks) an MBSR course 
significantly predicted rumination values at follow-up (10 weeks; p < .04, β = −.38). 
Specifically, the amount of home practice reported during this 10-week period uniquely 
accounted for 15% of the variance in rumination at follow-up. However, given the fact that 
participants were asked to report their home practice retrospectively at follow-up there was 
a high risk of recall and response bias. Therefore, the results of this study should be 
considered cautiously. Likewise, Hawley et al., (2014), reported a direct relationship 
between formal, but not informal home practice, and depression ratings (Hamilton Rating 
Scale for Depression; HRSD-21; Hamilton, 1960) for participants enrolled in either an 
MBSR or MBCT course. Moreover, when rumination was entered as a mediator in the 
analyses, the direct effect, b = - .68, was reduced to b = - .50, indicating that rumination 
accounted for 26.5 % of the standardised effect size of the relationship. As such, the 
authors concluded that rumination partially mediated the relationship between formal 
mindfulness practice and depressive symptom change as theoretically and clinically 
espoused (Hawley et al., 2014).  
 
Finally, in a recent meta-analysis which included a broader range of research designs 
including non-randomized controlled trials and outcome measures, Parsons et al., (2017) 
found evidence for a small to moderate statistically significant association between home 
practice and outcomes across 28 studies of MBSR & MBCT (r =0.26, 95% CI 0.19, -0.34, 
Z = 6.74, p <.0001). This significant association held across clinical and nonclinical 
participant groups and across physical and psychological treatment outcomes.  
Furthermore, the strength of the association was similar to that reported in meta-analyses 
of CBT homework assignments and outcomes (Kazantzis, Whittington, & Dattilio, 2010; 
Mausbach, Moore, Roesch, Cardenas, & Patterson, 2010).  
 
In summary, taken together the findings presented above suggests that the extent to which 
participants of MBIs engage in home practice matters (Parsons et al., 2017). Indeed, there 
is a promising empirical evidence base emerging which supports theoretical and clinical 
assertions that consistent and sustained home practice leads to better outcomes for 
participants of MBIs. However, at present there is little evidence which indicates the dose-
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response relationship that is required to effect outcome  (Creswell, 2017; Epstein, 2017). 
For instance, based on the evidence presented here it is not clear whether 45 minutes of 
formal home practice is more beneficial than 30 minutes of formal home practice (Garland 
& Howard, 2018). That being said, the evidence above suggests that both duration and 
frequency of home practice are associated with positive outcomes. Notably, in relation to 
type of home practice, it appears that consistent and sustained formal home practice 
matters more than informal home practice (Parsons et al., 2017). Finally, the evidence 
presented here indicates that participants, whether assigned standard amounts of home 
practice (i.e. 45 minutes of formal home practice on 6 days out of 7, including daily 
informal home practice) or reduced amounts (i.e. 30 minutes of formal home practice on 6 
days out of 7, including daily informal home practice), report engaging in considerably less 
home practice than assigned.  
 
1.8 Adherence to home practice in MBIs 
Across studies there is a large variability in the extent to which participants adhere to home 
practice recommendations (Parsons et al., 2017; Lloyd et al., 2017). For instance, with 
respect to standard home practice recommendations (i.e. 45mins x 6 days a week = 270 
minutes) Lloyd et al., (2017) found that adherence to home practice ranged from 15% 
(Davidson et al., 2003) to 88% (Wells et al., 2014). Likewise, Parsons et al., (2017), found 
that across the 43 studies, the pooled estimate for participants’ home practice was 64% of 
the recommended amount, which equates to 29 minutes of practice on 6 days out of 7 
between sessions, or 45 minutes of practice on average 3.87 days per week. In relation to 
adapted MBIs, Parsons et al., (2017) reported that in trials which assigned reduced 
amounts of home practice; on average participants were assigned 30 minutes of home 
practice each week. The pooled estimate for participants' practice was 83.86%, which 
equates to 25 minutes of practice on 6 days out of 7 between sessions, or 30 minutes of 
practice on 5.01 days per week. In addition to these figures, similar calculations based on 
the individual studies presented above indicate discrepancies between the amount of home 
practice which is recommended, and the amount of home practice actually practiced during 
MBIs. For instance, in the study by Perich, et al., (2013) participants reported completing 
formal home practice on average 3.77 days per week during the intervention. Similarly, in 
the study by Crane et al., (2014), participants reported engaging in formal home practice 
on average 3.36 days per week during the 8-week group. While these figures represent a 
substantial commitment in terms of time and effort on behalf of the participant, they are 
significantly less than the expected duration and frequency of home practice assigned. This 
is important because sub-optimal adherence to home practice may limit the effectiveness of 
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MBIs (Banerjee, Cavanagh, & Strauss, 2017). Given the apparent importance of home 
practice from a theoretical, clinical and empirical perspective, it is therefore important to 
understand the barriers encountered by participants of MBIs when engaging in home 
practice.   
 
1.9 Barriers to home practice in MBIs 
According to Malinowski (2013), people who possess confidence in their ability to 
meditate, think meditation is personally valuable, and set an intention to meditate should 
therefore direct more effort toward its practice (Malinowski, 2013). However, Kabat-Zinn, 
(2017) asserts that the most common obstacle to home practice is one of intention or 
motivation (i.e. not wanting to practice). Even when people overcome this obstacle and 
engage with home practice, they may struggle with directing their attention to a particular 
aspect of their experience (i.e. the body or the breath), which is often met with 
disappointment, self-criticism, and frustration (Galla, Baelen, Duckworth, & Baime, 2016). 
Such experiences can often lead to conclusions regarding one’s self-efficacy related to 
home practice, i.e. “I’m just not cut out to meditate” (Kabat-Zinn, 2017). Finally, despite 
assurances about the benefits of home practice, participants may not readily experience or 
perceive the benefits during the early sessions of MBIs (Allen, Bromley, Kuyken, & 
Sonnenberg, 2009b). In summary difficulties with engaging in home practice can be seen at 
each level of the IAA model i.e. intention, attention and attitude (Shapiro, 2006). In 
addition, participant’s expectation of outcome and self-efficacy in relation to home practice 
may also influence engagement. While these barriers are to be expected and even 
embraced as part of the key learning within MBIs (Chaskalson, 2014), they may also 
negatively impact on participant’s engagement with home practice, which in turn may 
attenuate the efficacy of MBIs (Banerjee et al., 2017). Therefore, it follows that supporting 
participants to engage more with home practice during and following MBIs could 
strengthen the relationship between practice and outcomes (Lloyd et al., 2017; Spijkerman, 
Pots, & Bohlmeijer, 2016).  
 
1.10 Conceptualising home practice as a health behavior 
Health behaviour has been defined as “an activity which promotes physical health; 
alleviates psychological distress; and promotes well-being” (Lomas, Ridge, Cartwright, & 
Edginton, 2014, p. 220). Taking this definition, I contend that mindfulness meditation 
practice may also be considered a health-enhancing behaviour, as it has been shown to 
produce positive physical and psychological outcomes (Black & Slavich, 2016; Carlson, 
2012). Indeed, mindfulness practice is often conceptualized as a form of mental training 
(Tang, Hölzel, & Posner, 2015) and like physical training, consistent and sustained 
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amounts of home practice may confer greater benefit (Parsons et al., 2017). A particular 
advantage of this conceptualisation, is that it allows one to draw upon the extensive 
literature in relation to behaviour change models and strategies (Conner & Norman, 2005; 
Michie et al., 2011). To date, this author knows of two studies which have sought to 
support mindfulness home practice through the use of behaviour change strategies (Galla et 
al., 2016; Kraft et al., 2017).  
 
In the first of these studies, Galla et al., (2016) utilised an experimental design, in which 
participants were randomly assigned to either an experimental (8-week MBI) or a 
structurally equivalent control group (8-week MBI). The only difference between groups 
was that during week 3 of the intervention, participants in the experimental group 
undertook a 15-minute implementation intentions exercise based on the work of 
(Gollwitzer, 1999; Gollwitzer & Sheeran, 2008), while the control group was asked to 
spend 15-minutes reviewing key concepts related to the course. More specifically, in the 
experimental group participants were provided with information regarding common 
barriers to home practice and asked to set a goal for home practice for the remaining 5 
weeks of the course. Participants were then asked to identify a challenge to their home 
practice goal. Finally, participants were encouraged to make an if-then plan related to the 
challenge they had identified (i.e. if I’m about to practice and I feel too tired, then I will 
remind myself that I only have to do it for 20 minutes etc.). At baseline, participant’s 
personal goal commitment was measured using three items: “How important is it to you 
that you practice meditation each day over the course of the next eight weeks? How likely 
is it that you will practice these techniques each day over the course of the next eight 
weeks? How disappointed would you be if you did not practice the meditation techniques 
each day over the course of the next eight weeks? In addition, participant’s home practice 
was assessed weekly throughout the duration of the intervention. The results of the study 
indicated that participants allocated to the experimental group (M = 5.21, SD = 1.46) 
practiced on average more days a week than participants in the control group (M = 4.94, 
SD = 1.19). However, statistically significant differences were only observed for 
participants who demonstrated high personal goal commitment (1 SD above the mean) to 
home practice (b =.82, SE = .33, p = .013), and not for participants with lower personal 
goal commitment (1 SD below the mean) to home practice (b =.82, SE = .33, p = .013). 
Finally, greater frequency of home practice mediated the association between action plans 
and emotional well-being measures including positive and negative affect, perceived stress 
and gratitude, but only for participants who also had high goal personal commitment. 
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Interpreting these findings, the authors concluded that forming action plans for home 
practice increased the number of days participants practiced mindfulness at home, which in 
turn improved emotional well-being outcomes, but only for participants that demonstrated 
a high personal goal commitment to home practice.  
 
In a subsequent pilot study, participants who enrolled on an adapted MBCT course as part 
of an in-patient treatment for acute depression were randomised to either an experimental 
or control group upon discharge (Kraft et al., 2017). Participants allocated to the 
experimental group were asked to send a text to researchers each time they had completed 
a meditation practice (i.e. body scan). In response to their text, they would receive some 
feedback, chosen from a predetermined set of responses (i.e. Great! Try to be kind to 
yourself while practicing). Participants enrolled in the control group were also asked to 
practice meditation regularly but received no feedback during the trial period. At follow-up 
(4-months following discharge from hospital), participants were asked to recall the 
frequency and duration of their home practice over this period. The authors found that the 
experimental group reported engaging in more home practice compared to the control 
group (d = 0.25; small effect; Cohen, 1988). However, the authors noted that this finding 
should be interpreted with caution in light of the significant limitations of the study, which 
included selection bias, recall bias, social desirability bias and low statistical power (Kraft 
et al., 2017). 
 
Taken together, as well as providing preliminary support for the application of behavioural 
change strategies to support mindfulness meditation home practice, these studies represent 
an emerging interest in exploring innovative, theory-based methods for maximising the 
potency of MBIs (Banerjee et al., 2017). Given the importance of consistent and sustained 
mindfulness meditation home practice from a theoretical, clinical and empirical 
perspective as indicated previously, these studies represent an important and timely 
development within the field.  
 
That being said, traditional behaviour change strategies, including those highlighted above, 
are predicated on the assumption that people largely make rational choices when deciding 
to enact a specific behaviour (Gibbons, Houlihan & Gerrard, 2009). Indeed, to date the 
majority of efforts to influence health decision making and behaviour have relied on 
theoretical models comprised of social and cognitive factors, such as knowledge, risk 
perception, attitudes, social norms, and self-efficacy (Conner & Norman, 2017; Ferrer & 
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Mendes, 2018). Put simply, behavioural change strategies arising from such models 
assume that influencing these social and cognitive factors leads to the formation of 
behavioural intentions, which in turn predict future behaviour (Sheeran & Webb, 2016). 
However, research has consistently demonstrated that there is a gap between people’s 
intentions and their actual behaviour (Conner & Norman, 2005).  For instance, Hagger, 
Chatzisarantis, & Biddle (2002) in meta-analysis of interventions to increase physical 
activity based on the theory of reasoned action and planned behaviour (Ajzen & Fishbein, 
1980) found that intention accounted for approximately 27% of the variance in actual 
exercise behaviour, a phenomenon which is commonly referred to as the ‘intention 
behaviour gap’ (Sheeran, 2002; 2016).  
 
One explanation which has been put forward to account for the intention-behaviour gap, is 
that current models of behaviour change and the strategies derived from them, largely fail 
to account for the impact of non-rational factors which influence behaviour, such as 
emotions (Damasio, 1994; Peters, Västfjäll, Gärling, & Slovic, 2006; Shafir, Simonson, & 
Tversky, 1993). The objective here is not to provide a detailed exposition of this literature, 
nor is it to discredit the positive contribution of existing social cognition models (Conner & 
Norman, 2005) and their associated behavioural change strategies. Instead, here I am 
interested in exploring novel approaches which place emotion at the heart of their efforts to 
change health behaviour. This is important because research indicates that health 
enhancing behaviours are compromised in the presence of high stress, or when attempts to 
regulate emotions fail (Ferrer, Green, Oh, Hennessy, & Dwyer, 2017; Tomiyama, Dallman, 
& Epel, 2011). Similarly, in relation to home practice, it is likely that the decision to 
practice mindfulness meditation is subject to social, cognitive and emotional factors. For 
example, (Lomas, Cartwright, Edginton, & Ridge (2015) report that in the presence of 
strong emotions, meditators, despite holding firm intentions, find it difficult to engage in 
practice.  
 
To understand the influence of emotion on our behaviour dual processing models 
commonly distinguish between two routes to decision making, broadly speaking these can 
be described as System 1(non-rational) & System 2 (rational) processing (Chaiken & 
Trope, 1999; Kahneman, 2003; Stanovich & West, 2003). System 1 is characterised by 
decision making that is automatic, intuitive and based largely on emotion. By contrast, 
decision making based on System 2 is said to be, deliberate, effortful, and based on logic 
or reason (Kahneman & Tversky, 1979; Verweij, Senior, Domïnguez & Turner, 2015). 
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Indeed, Slovic, (2001) asserts that when making decisions about future behaviour, we rely 
not only on what we think but also on how we feel about it (Verweij et al., 2015). As such, 
decision making and behaviour may be better conceptualised as an interplay between 
emotion (System 1) and cognition (System 2) (Duncan & Barrett, 2007; Gutnik, 
Hakimzada, Yoskowitz, & Patel, 2006). Arising out of this understanding, is a novel 
approach to influencing health decision making and behaviour, namely narrative health 
communication. In the next section, I will explore this approach in detail, and discuss why 
it might be particularly helpful in supporting home practice. 
 
1.11. Using narrative to facilitate behavioural change 
Human beings have relied on narrative or ‘stories’ to communicate information, construct 
meaning, and express emotions since the earliest forms of language emerged (Gray, 
2009). Indeed, the use of narrative to influence behaviour is “at least as old as Aesop and is 
deeply ingrained in Western as well as non-Western cultures’’(Slater, 2002, p. 158). 
Within the context of healthcare, narrative communication is increasingly seen as a 
promising means for persuading and motivating people to change health behaviours 
(Bekker et al., 2013; Hinyard & Kreuter, 2007). Narrative health communication has been 
defined as “a form of persuasive communication in which a health message is presented in 
the form of a fictional or nonfictional story” (Balint & Bilandzic, 2017, p. 4858). 
  
In comparison to other forms of health communication (i.e. expert advice or public health 
campaigns) narratives differ in some important ways. For example, the former typically 
rely on verbal recommendations or the explicit presentation of factual information to 
communicate health related messages, while narratives invite the audience into stories and 
immerse them in the real or credible life experiences of others, so the persuasive element is 
often embedded or implicit (Fuyuan Shen, Sheer, & Li, 2015). Likewise, narratives are 
more apt than traditional forms of health communication to evoke emotional responses in 
audiences (de Wit, Das, & Vet, 2008; Mar, Oatley, Djikic, & Mullin, 2011; McQueen & 
Kreuter, 2010). 
 
According to Bekker et al., (2013) this is important because narratives facilitate both 
System 1 & System 2 processing by influencing people’s decisions directly through 
emotional elicitation (System 1) and indirectly through cognitive engagement (System 2) 
with the content of the narrative. As such, narratives are perceived as providing the 
essential emotional, social and cognitive information required to effect behaviour change 
(Miller-Day & Hecht, 2013). Indeed, research indicates that health messages embedded 
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within emotionally engaging narratives tend to be perceived as more effective and are 
recalled more readily than less emotionally engaging forms of persuasion (Biener et al., 
2006; Dillard & Nabi, 2006). For example, in a study by Hopfer (2012) which compared 
narrative and statistical evidence designed to persuade women to have the HPV vaccine the 
results indicated that the narrative intervention significantly increased vaccine self-
efficacy, intent, and actual vaccination uptake over and above the statistical messages.  
 
Additionally, communicating information related to health enhancing behaviours through 
narrative may be particularly useful within health contexts as it can help overcome 
resistance toward advocated health behaviour(s), engage less involved audiences, reach 
low knowledge audiences, and ground messages in the cultures and experiences of the 
target audience (Hopfer & Clippard, 2011). Likewise, narrative health communication can 
be presented in various forms (e.g. theatre, radio, television and computer games), with 
varying frequency (e.g. one-off episode or a series of episodes), easily recalled, and 
understood (Moyer-Gusé, 2008; Shen & Han, 2014).  
 
In relation to the evidence, three recent meta-analyses (Braddock & Dillard, 2016;  Shen & 
Han, 2014; Shen et al., 2015) provide empirical support for the use of narrative as an 
effective means of persuasion. For example, Braddock & Dillard (2016) concluded that 
exposure to narrative based interventions had a small effect on participants beliefs (r =.17), 
attitudes (r =.19), intentions (r = .17), and behaviours (r =.23). Specifically, in relation to 
narrative health communication interventions, Shen & Han (2014) found small, but 
significant effects on persuasion (r = .12, p < .001).
 
Likewise, in a subsequent meta-
analysis, Shen, Sheer & Li (2015) concluded that narrative health communication 
interventions had an overall small effect on attitudes (r = .060), intentions (r = .044), and 
behaviours (r = .094). Notably, results indicated statistically significant effects for 
detection i.e. screening & testing (r = .091, p < .05) and prevention i.e. exercise & weight 
loss (r = .075, p < .01) behaviours, but not cessation behaviours i.e. smoking and drinking. 
In addition, the authors found that narrative health communication interventions delivered 
via audio or video (r = .086, p < .01), were more effective than those delivered via text (r = 
.048, p > .05). The authors concluded that narratives, especially those delivered via audio 
or video and which target detection and prevention behaviours are an effective means of 
changing attitudes, intentions and behaviours related to health (Shen et al., 2015).  
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To understand how narrative health communication delivered via media exerts its benefits, 
social cognition theory (SCT; Bandura, 1986) is commonly cited (Bandura, 2004). At the 
heart of SCT is the notion that people often learn vicariously by observing the actions of 
others, whether fictional or non-fictional (Balint & Bilandzic, 2017). In other words, 
characters represented within narrative health communication interventions may serve as 
models which transmit knowledge, values, cognitive skills and new styles of behaviour to 
viewers (Bandura, 2004, p. 78). SCT not only accounts for learning new behaviour(s), but 
also explains that the observed behaviour of others can serve to reinforce previously 
learned behaviour(s) (Bandura, 2004). Significantly, SCT acknowledges that people do not 
choose to enact every behaviour learnt (Bandura, 1986). Rather, an individual must be 
sufficiently motivated to enact the behaviour (Bandura, 2004). From the perspective of 
SCT, an individual’s motivation is influenced by their outcome expectations and self-
efficacy (Bandura, 2004). Outcome expectations refers to a person’s perception of the 
consequences arising from a given behaviour, while self-efficacy refers to a person’s 
confidence in his or her ability to enact the behaviour (Bandura, 2004). As such, 
individuals are considered more likely to perform a particular behaviour if they personally 
believe that they can carry out the behaviour (self-efficacy) and believe that the 
performance of the behaviour will be personally beneficial (outcome expectations). In 
relation to narrative health communication, Bandura (2004) contends that a viewer’s 
outcome expectations and self-efficacy are more likely to be positively affected when they 
observe models with whom they perceive as similar to oneself, perform a behaviour that is 
rewarded. However, Bandura (2004) acknowledges that modelling alone is unlikely to be 
effective if a viewer is not engaged with the narrative itself (Quintero Johnson & 
Sangalang, 2017).  
 
According to Miller-Day & Hecht (2013) narrative engagement consists of three elements: 
interest, realism and identification. For example, at a basic level one must pay attention to 
the message within the narrative, a process which the authors refer to as interest. Beyond 
capturing one’s interest, one must also become involved in the narrative. For instance, the 
authors assert that when one becomes involved in the narrative they perceive themselves as 
connected to the plot and/or the characters in the narrative, a process which they refer to as 
realism and identification respectively. That being said, “not all narratives are created 
equally” (Frank, Murphy, Chatterjee, Moran, & Baezconde-Garbanati, 2015, p. 154). 
Indeed, effective narratives rely on the development of plots and characters which are 
realistic, identifiable and compelling (Flynn, 2015; Kincaid, 2002; Smith, Downs, & Witte, 
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2007). In relation to the former, this is typically achieved in three stages: 1) setting the 
scene, 2) an inciting incident, and 3) conclusion. Firstly, viewers are introduced to the 
characters and their relationships which form the basic premise of the narrative. This 
typically includes an obstacle or issue which faces the central character(s). As audience 
members anticipate what might happen, they become more actively engaged with the 
narrative. Next, as the narrative gains momentum, the main character undergoes a change 
in belief and/or behaviour (Nabi & Green, 2015), which may evoke an emotional response 
in the viewer. As audience members become more emotionally engaged, they also identify 
more deeply with different characters. Identification with characters, is the experience of 
relating to them, caring about them, and putting oneself in their place (Dunlop, Wakefield, 
& Kashima, 2008). Narratives which facilitate identification may reduce cognitive 
resistance to messages promoting behavioural changes (Mcqueen, Kreuter, Kalesan, & 
Alcaraz, 2011), consequently viewers are more likely to learn and adopt behaviours 
modelled by those characters (Goddu, Raffel, & Peek, 2015). In other words, the 
experience of interest, realism and identification produces emotional and cognitive 
responses which make recipients more susceptible to persuasive elements of the narrative 
(Flynn, 2015; Frank et al., 2015; Nabi & Green, 2015; Smith et al., 2007). This assertion is 
supported by evidence which indicates that individuals who identify with characters tend to 
adopt recommended health behaviours (Moyer-Gusé, Chung, & Jain, 2011; Wilkin et al., 
2007) or change their behavior (Murphy, Frank, Moran, & Patnoe-Woodley, 2011). 
Finally, the narrative concludes with the main character(s) finding a resolution to the 
obstacles or issues faced in the narrative, which increases the likelihood of viewer’s 
incorporating a character’s new beliefs and/or behaviour into their own lives (Kincaid, 
2002; Moyer-Gusé, 2008; Smith et al., 2007).   
 
1.12 Types of narratives in health communication  
The use of narratives to communicate health information can be achieved via various 
channels (Gray, 2009), however two of the most common and effective methods include 
embedding health information in existing entertainment programmes (top – down 
approach), or developing entertainment programmes with the primary purpose of eliciting 
individual or social change (bottom-up approach).   
For example, in relation to the former a number of well-known entertainment programmes 
which have carried educational health messages highlight the potential effectiveness of 
narratives in changing viewers behaviour (Singhal & Rogers, 2002). For example, Valente 
et al., (2007) reported that a storyline in the popular American drama ER which depicted a 
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teen being diagnosed with hypertension, and subsequently given advice to increase their 
fruit and vegetable consumption and exercise led to positive changes in their self-reported 
behaviour of viewers. Specifically, people who watched ER were 65% more likely 
compared to people who did not watch ER, to report behaviour change (i.e. walk or 
exercise more, get blood pressure checked, eat more fruit and vegetables, and visit a clinic, 
doctor or nurse) in the 3-months following the episode.  Likewise, a storyline in Grey’s 
Anatomy which was intended to increase knowledge and encourage breast cancer screening 
was associated (b =.11, p <.10) with self-reported behaviour change i.e. scheduling a 
breast cancer screening (Hether, Huang, Beck, Murphy, & Valente, 2008). Research also 
indicates that the popular MTV programme 16 and Pregnant, which purports to depict the 
difficulties of becoming a teen mother, led to more searches and tweets regarding birth 
control among viewers, and ultimately led to a 5.7 percent reduction in teen births in the 18 
months following its introduction (Kearney & Levine, 2014). From a domestic perspective, 
in 2001 Coronation Street aired a storyline which depicted a well-known character’s death 
from cervical cancer, in the months following the storyline researchers noted a 21% 
increase in the number of cervical cancer screenings in the UK, a finding which they 
attributed to the storyline (Howe, Owen-Smith, & Richardson, 2002). While highlighting 
the potential effectiveness of narrative health communication, the primary purpose of these 
popular television programmes was to entertain audiences, as a result the observed 
behavioural changes might be considered largely incidental. 
In comparison to the examples above, the bottom-up approach uses both entertainment and 
education in the form of narrative for the primary purpose of engendering individual and 
social change (Sood, Henderson Riley, & Alarcon, 2017). As such, change in knowledge, 
attitudes and behaviour are at the heart of bottom-up narrative health communication 
interventions. Such approaches, often referred to entertainment-education (hereafter EE) 
are considered to have originated in Latin America during the 1960’s and 1970’s (Tufte, 
2002). For example, Miguel Sabido, a television writer and producer working in the 
Mexican television industry in the 1970’s, is credited with developing the first EE 
interventions which used both a clear methodology and sound theoretical framework 
(Singhal & Obregon, 1999; Sood et al., 2017). These interventions which took the form of 
soap operas or telenovelas, were developed following an extensive formative evaluation 
stage, which included gathering information about the characteristics, needs and 
preferences of the target audience. Moreover, Sabido’s telenovelas were underpinned by 
theory (Population Media Centre, 2011). For example, the messages embedded within 
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Sabido’s telenovelas were developed using social learning theory (SLT; Bandura, 1977), 
which later evolved into SCT (Bandura, 1986).  
 
Accordingly, Sabido’s telenovelas included positive role models who demonstrated desired 
behaviour(s), negative role models who resisted desired behaviour(s), and transitional role 
models who start out not practicing or questioning desired behaviour(s) but through the 
course of the narrative change and begin to demonstrate the desired behaviour(s) (Singhal, 
Cody, Everett M, & Sabido, 2004). Notably, positive role models were depicted receiving 
rewards for their behaviour(s), while negative role models received punishment for their 
respective behaviour(s) (Bandura, 2004). In addition, a particular feature of Sabido’s 
telenovelas is they allowed time for viewers to form bonds with the characters 
(identification) and allow characters to develop at a gradual and believable pace (realism) 
in response to issues that were presented in the narrative.  
 
For example, the telenovela series Ven Conmigo (Come with me), which aired in 1975 
featured role models for adult literacy. In a particularly emotional scene an elderly man 
(positive role model) is shown graduating from a literacy class and is subsequently shown 
reading a letter from his daughter for the first time. Following this episode information 
about how to enrol on the government’s literacy programme was provided. The next day 
over 250,000 people attended a National distribution centre to obtain copies of a free 
literacy booklet. Subsequently, over the following year there was a nine-fold increase in 
the number of people enrolling on government funded adult literacy programmes in 
Mexico (Hegarty, 2012). Following the success of Ven Conmigo (Khalid & Ahmed, 2014) 
between 1975 and 1982, Sabido produced a number of other telenovelas which helped 
encourage the adoption of family planning and promote greater gender equality  (Nariman, 
1993). 
Encouraged by their popularity and recognising the potential of EE for large-scale social 
change, India’s prime minister Indira Gandhi invited Sabido to India in 1983. As a result, 
she tasked Sabido with developing India’s first long-running soap opera Hum Log (We 
People). The series which aired between 1984-85, reached an average audience of 50 
million people, and addressed a number of issues including family planning, women’s 
empowerment and domestic violence. Following each episode an epilogue by a famous 
Indian actor encouraged viewers to consider the topics discussed (Khalid & Ahmed, 2014). 
Research into its effects suggest that Hum Log had a small but statistically significant 
effect on viewers attitudes towards freedom of choice for women (i.e. women having a say 
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in their choice of career or life partner), toward equal opportunities (i.e. educating both 
male and female children beyond high school) and toward smaller family size (Brown & 
Cody, 1991; Singhal & Rogers, 1988). 
Arising from the success of Sabido’s telenovelas (Barker, Connolly, & Angelone, 2013), a 
growing number of EE interventions have been developed and applied globally using 
similar methodological and theoretical rigour (Wang & Singhal, 2016). To date, the 
majority of EE interventions have continued to be employed on a large scale, targeting 
issues such as HIV/AIDS (Tufte & Serveas, 2002), family planning (Rogers et al., 1999), 
gender-based violence (Usdin, Scheepers, Goldstein, & Japhet, 2005), and reproductive 
health (Basten, 2009). However, the authors of a recent review of the EE literature which 
identified 126 studies, noted a number of interesting trends within the literature (Sood et 
al., 2017). For instance, they noted that over the last decade there has been a shift from 
large scale studies to smaller and more nuanced studies, aimed at examining the extent to 
which EE programs can meet the needs of hard-to-reach and disadvantaged populations 
(Cabassa, Contreras, Aragón, Molina, & Baron, 2011; Love, Mouttapa, & Tanjasiri, 2009). 
Furthermore, the studies identified represent a shift in focus from family planning and 
HIV/AIDS to chronic diseases, such as diabetes  (Unger, Molina & Baron, 2009), heart 
disease and stroke (Vaughn, 2012). In addition, a growing number of EE interventions 
focus on encouraging discrete health behaviours such as diet and exercise (Nabi & 
Thomas, 2013), or to increase people’s acceptance and engagement with self-help 
interventions (Gaudiano, Davis, Miller, & Uebelacker, 2017). According to the authors, 
these shifts in focus mirror the changing nature of global health priorities (Sood et al., 
2017). 
 
For example, Houston et al., 2011 in a controlled study which examined the effectiveness 
of an EE intervention in a group of African American participants with hypertension, 
found that participants who viewed a series of short DVDs containing non-fictional 
accounts of people living with hypertension followed by information related to managing 
blood pressure demonstrated greater improvements compared to a participants who viewed 
a series of DVDs containing health information unrelated to hypertension. More 
specifically, among participants with uncontrolled hypertension, reduction from baseline to 
3 months favoured the intervention group for both systolic (11.21 mm Hg [95% CI, 2.51 to 
19.9 mm Hg]; p < 0.012) and diastolic (6.43 mm Hg [CI, 1.49 to 11.45 mm Hg]; p < 
0.012) blood pressure. Similarly, blood pressure reduction in these participants from 
baseline to 6 & 9 months also favoured the intervention group for systolic (6.43 mm Hg 
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[CI, 1.41 to 11.45 mm Hg]; p < 0.012) and diastolic (4.22 mm Hg [CI, -1.08 to 9.53 mm 
Hg]; p < 0.119) blood pressure. Participants with controlled hypertension at baseline did 
not significantly differ over time between study groups.  
 
A further example of an EE intervention being applied on a smaller scale to target a 
specific population of people with LTCs is provided by Goddu et al., (2015). In this 
qualitative study, as part of a Diabetes Empowerment Programme (Peek et al., 2012), 36 
African American participants with diabetes were shown an 11-minute film, which had the 
primary purpose of increasing participants self-efficacy related to shared decision making. 
In this film an African-American woman described her family's story about diabetes 
related treatment decisions. The film also featured two short vignettes which highlighted 
potential barriers and facilitators to diabetes related shared decision making. After viewing 
the film participants were encouraged to discuss their reactions to the film in groups and 
share their personal experiences of shared decision making. Results from the qualitative 
analysis indicated that participants largely felt that the narratives influenced their self-
efficacy and behaviours related to shared decision-making. In addition, participants 
reported that watching the film prompted reflections on their own experiences. Finally, 
consistent with SCT, the film reportedly motivated participants and inspired them to work 
toward the relationships modelled. As a result, the authors concluded that utilising 
narratives in group settings may facilitate health behaviour change, particularly in minority 
communities with traditions of storytelling.  
 
1.13 Rationale for this study 
Taken together the literature presented in this section suggests that a narrative health 
communication intervention may be an effective means of communication health 
information and eliciting behaviour change. Moreover, narratives delivered via media can 
be used effectively to target specific populations and behaviours. While I know of no 
previous study that has utilised the persuasive effects of narrative to increase mindfulness 
meditation practice, I contend that by conceptualising home practice as a health enhancing 
behaviour, a narrative health communication intervention may provide additional benefit to 
traditional methods of supporting participant’s home practice during an MBI course.  
1.14 Summary 
In summary, this research is predicated on the assumption that engagement with home 
practice during and after an 8-week MBI matters. However, similar to other health 
behaviours, adherence to home practice recommendations is often less than what is 
recommended. To this end, a narrative health communication intervention was co-
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developed alongside local and national patient groups to support home practice adherence 
during the MABIL course. The intervention, aptly named MABIL in The City, depicts 
fictional characters experiences of being part of an MBI. The purpose of which is to 
provide participants with models for overcoming relevant physical, psychological, social 
and emotional barriers to home practice engagement during the MABIL course.  It is 
thought that such an approach would increase participant’s self-efficacy and outcome 
expectations, which in turn would lead to increased engagement with the recommended 
home practice. As a consequence, consistent with theoretical, clinical and empirical 
perspectives, it was expected that participants who engaged in home practice more 
regularly would demonstrate better outcomes immediately following the MABIL course 
and at follow-up.   
 
1.15 Research aims & objectives 
The primary aims of this study, was to explore whether viewers of MABIL in The City, 
would demonstrate higher levels of home practice self-efficacy and outcome expectation, 
in comparison to control, and whether this would in turn lead to greater adherence to home 
practice recommendations during the 8-week MABIL course. Finally, this study also 
explored whether greater adherence to home practice led to greater improvements in 
outcomes (depression, anxiety and mindfulness).  
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Figure 3: Diagram illustrating research aims & objectives 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Research objective 1: To explore whether a narrative health communication intervention 
increased home practice self-efficacy and outcome expectations relative to control, and 
whether these variables predicted greater adherence to home practice during the course and 
at follow-up. 
Research objective 2: To explore whether a narrative health communication intervention 
increased participants’ adherence to home practice recommendations relative to control. 
Research objective 3: To explore whether greater adherence to home practice lead to 
greater improvements in psychological outcomes (i.e. depression, anxiety and mindfulness) 
at course completion, and 3 months following the course. 
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2.0 Method Section 
 
2.1 Study design  
Given the main research objectives a single blind randomised controlled deign was adopted 
for the purposes of this trial. For instance, participants, but not the facilitator or principal 
investigator, were blinded to their group allocation. This design is considered to provide 
reliable evidence on the effectiveness of interventions because the processes used during 
the conduct of a single-blind randomised controlled design minimises the risk of bias and 
potential confounding factors influencing the results (Spieth et al., 2016), allowing for a 
more robust investigation of cause–effect relationships (Levin, 2007).  
 
2.1b Randomisation and group allocation  
Participants were randomised to the experimental group or the active control group. 
Randomisation was carried out by a researcher independent from the study, using a 
computer programme. Participants were randomised using 1:1 ratio following permuted 
block design procedures (block sizes of four). No stratification criteria were 
used. Treatment allocation was carried out using opaque sealed envelopes. A maximum of 
15 participants were allocated to each group. The trial was run in two phases, the first 
phase of the trial was run from October 2016 – December 2016, the second phase of the 
trial was run from February 2017 – April 2017. Four groups in total were run over the two 
phases (see Figure 4). 
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Figure 4: Study design 
 
PHASE 1: October 2016-December 2016 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PHASE 2: February 2017-April 2017 
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2.2 Participants  
Forty-four adults with at least one long-term health condition, receiving care from one of 
the five hospitals within Imperial College Healthcare NHS Trust (ICHNT) were included 
in the trial. Participants were between 22 and 74 years old (M = 47.45 years, SD = 12.63). 
47.7% of the sample were male and 52.3% female. Three different ethnic groups were 
represented, of which 31.8% were White British, 38.6% White Other, and 29.5% Black 
Minority Ethnic (BME). Furthermore, 70.6% of the group that identified as White Other 
did not speak English as a first language. 68.2% of the participants were not married, 
18.2% were married and 13.6% preferred not to say. 59.1% of the participants were not 
employed, 29.5% were in employment and 11.4% preferred not to say. 30.1% of 
participant’s experienced two or more health conditions, which included chronic pain, 
9.1% reported chronic pain alone, and 59.1% of participants reported experiencing one 
health condition that did not include chronic pain. 84.1% of the sample, had no previous 
meditation experience (defined as either regular guided or self-guided practice of more 
than one week in duration), 78.3% of the control group and 90.5% of the experimental 
group were considered meditation naïve. 59.1% of the total sample, including 56.5% of the 
control group and 61.9% of the experimental group reported previously receiving 
psychological support. Finally, the overall mean depression (PHQ-9) and anxiety (GAD-7) 
ratings at screening were 11.61 and 10.25 respectively.  
 
Table 2: Participants demographics 
Variable Total 
participants 
N (%) 
Control 
group 
N (%) 
Experimental 
group 
N (%) 
Male 21 (47.7%) 10 (43.5%) 11 (52.4%) 
Female 23 (52.3%) 13 (56.5%) 10 (47.6%) 
Mean age in years 
 
47.45 
 
49.65 
 
45.04 
 
Ethnicity: 
White British  
White Other 
BME 
 
Marital status: 
Married 
 
14 (31.8%) 
17 (38.6%) 
13 (29.5%) 
 
 
8 (18.2%) 
 
 
6 (26.1%)  
7 (30.4%)  
10 (43.5%)  
 
 
6 (26.1%) 
 
 
8 (38.1%) 
10 (47.6%) 
3 (14.3%) 
 
 
16 (76.2%) 
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2.3 Recruitment  
Participants were identified through referrals to the department of clinical health 
psychology, St Mary’s Hospital, Paddington, London. The course was advertised amongst 
staff and patients of ICHNT. Research posters were placed in outpatient waiting areas and 
circulated amongst relevant specialist outpatient staff and departments including HIV, 
Rheumatology, Diabetes, Pain, Cardiovascular, Renal and Oncology (see Appendix 4). In 
addition, the study was advertised across the ICHNT network via a weekly online 
newsletter and a computer-based screensaver application (see Appendix 3). For the 
Not married 
Prefer not to say 
 
Employment: 
Employed 
Unemployed 
Prefer not to say 
 
LTC: 
Chronic pain alone 
Two or more health conditions 
(including chronic pain) 
Other alone (excluding chronic pain) 
 
Previous service use: 
Meditation naive 
Previous meditation experience 
 
No previous psychological support 
Previous psychological support 
 
Mood: 
Depression (Screening) 
Anxiety (Screening)  
 
 
30 (68.2%) 
6 (13.6%) 
 
 
 
 
13 (29.5%) 
26 (59.1%) 
 
5 (11.4%) 
 
 
 
 
4 (9.1%) 
 
14 (31.8%) 
 
26 (59.1%) 
 
 
 
37 (84.1%) 
 
7 (15.9%) 
 
 
18 (40.9%) 
 
26 (59.1%) 
 
 
 
11.61 
 
10.25 
14 (60.9%) 
3 (13%) 
 
 
 
 
6 (26.1%) 
14 (60.9%) 
 
3 (13%) 
 
 
 
 
4 (17.4%) 
 
6 (26.1%) 
 
13 (56.5%) 
 
 
 
18 (78.3%) 
 
5 (21.7%) 
 
 
10 (43.5%) 
 
13 (56.5%) 
 
 
 
11.43 
 
10.04 
2 (9.5%) 
3 (14.3) 
 
 
 
 
7 (33.3%) 
12 (57.1%) 
 
2 (9.5%) 
 
 
 
 
0 (0%) 
 
8 (38.1%) 
 
13 (61.9%) 
 
 
 
19 (90.5%) 
 
2 (9.5%) 
 
 
8 (38.1%) 
 
13 (61.9%) 
 
 
 
11.80 
 
10.47 
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purposes of the study, both self-referral and direct referrals were accepted. Referrals were 
made via existing referral pathways to the department of clinical health psychology (see 
Appendix 5). Direct referrals were made by healthcare staff who had discussed the trial 
and provided the information sheet (see Appendix 1) to interested individuals. Individuals 
expressing an interest in the study could self-refer by contacting the principal investigator 
by email or telephone. Prior to providing written consent, participants received a 
participant information sheet and were given the opportunity to discuss the nature of the 
research with the principal investigator. Following consideration of the information 
provided, individuals were offered a telephone assessment session. Telephone assessments 
were carried out by the principal investigator and lasted approximately 30 minutes (see 
Appendix 6).  
 
The principal objectives of the telephone assessments included the following:  
 Application of inclusion & exclusion criteria  
 Screening for depression and anxiety using the PHQ-9 & GAD-7 respectively  
 Carrying out a risk assessment  
 Assessment of preparedness for the course derived from the MBCT Implementation 
Guide (Kuyken, Crane & Williams, 2012) 
 Providing prospective participants with an opportunity to ask questions  
 
Following the telephone assessment session, eligible participants received a consent form 
(Appendix 2) which was signed and returned to the principal investigator. People that did 
not wish to participate in the trial but were interested in attending the group could do so, 
and their routine outcome measures were omitted from the final analysis. Groups 
commenced approximately two weeks following the telephone assessment session. 
 
2.4 Selection procedure: Inclusion & exclusion criteria 
During the assessment session, the principal investigator applied the studies inclusion and 
exclusion criteria. For inclusion in the group, participants had to be:  
 Aged 18 or older 
 English speaking 
 Diagnosed with at least one LTC (cancer & HIV included) 
 Willing and able to attend 6 or more sessions. 
Consistent with the department’s existing referral criteria, people with significant cognitive 
impairment, severe psychiatric difficulties (such as personality or psychotic disorders), and 
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significant risk of self-harm or suicide known at the time of referral were excluded from 
the group. In addition, to minimise the risk of confounding effects, individuals currently 
receiving psychological therapy or part of another MBI were not offered the intervention. 
A decision on whether an individual was invited to participate in the group was made 
during or shortly after the telephone assessment session. People who didn’t meet the 
inclusion criteria were offered alternative options which included discharge from the 
service, referral to another treatment within the department, or referral to another service 
(i.e. CMHT or hospital-based liaison psychiatry). 
 
2.5 Mindfulness and acceptance-based Intervention for long-term conditions 
(MABIL) 
MABIL is a pre-existing intervention, which has been offered to outpatients of ICHNT 
since 2015. As such, it precedes the development of this research trial (see Figure 5). As 
recommended by Teasdale, Segal, & Williams (2003), MABIL used an adapted MBCT 
protocol (Segal et al., 2002), the content of which was modified to make it specifically 
relevant for a population of hospital outpatients with diverse LTCs (see Appendix 8). 
MABIL, similar to the format of MBCT, comprises eight weekly sessions, each 2-hours in 
duration. In addition, given the high burden of physical health difficulties and current 
distress in the study population, MABIL used shortened mindfulness meditation practices 
to account for difficulties with attentional control and restlessness (Deen et al., 2016). For 
instance, similar to a number of MBIs (Parsons et al., 2017) participants were asked to 
practice on average for 25 minutes, 6 days a week during the 8-week course, compared to 
45 minutes, 6 days a week as recommended in the original MBCT protocol (Segal et al., 
2002).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 5: Timeline of research trial 
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2.5a The narrative health communication intervention: MABIL in the City 
MABIL in the City is a narrative health communication intervention that follows a group of 
fictional characters: Robert, Mike & Yvette through the MABIL course. The main cast 
represent diversity in terms of age, sex, ethnicity and health condition. To ensure that 
MABIL in the City was both entertaining and educational as recommended by Kincaid 
(2002), the three episodes formed a traditional story arc i.e. beginning (setting the scene), 
middle (inciting incident) and end (climax). Likewise, as recommend by (Singhal et al., 
2004), MABIL in the City included both positive (Robert) and transitional role models 
(Mike). Each episode conveyed messages which invited viewers to explore their own 
relationship to their health, their healthcare providers and significant others involved in 
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their health. Moreover, the main educational message relates to engagement during the 8-
week course, specifically the home practice element. Plausible barriers to home practice, at 
the level of intention, attention and attitude (Shapiro et al., 2006) are introduced, as well as 
facilitators to home practice engagement such as helpful statements and value directed 
behaviour. Ultimately, engagement with the 8-week course and specifically home practice 
as modelled by Robert & Mike leads to positive outcomes for both. Finally, as 
recommended by Larkey & Hecht (2010) to increase the potency of the main educational 
health message, viewers were afforded the opportunity to discuss each episode, in order to 
facilitate diffusion of message, rehearsal of the message by modelling the promoted 
behaviour, and social support for the behaviour to encourage its implementation. As such, 
MABIL in the City can be considered a theoretically driven and empirically supported 
effort to support behaviour change. 
2.5b Development of the intervention  
MABIL in the City was developed following an extensive formative evaluation phase, 
which included consultation with diverse, local (The Sickle Cell Society, Hillingdon pain 
management group & The Westway Trust) and national (Diabetes UK & The British Lung 
Foundation) long-term condition groups. With support from the Collaboration for 
Leadership in Applied Research and Care North West London (CLAHRC NWL), using 
their expertise in patient public involvement a series of co-development workshops were 
conducted across Central & North West London between April 2015 – April 2016. In total 
8 workshops were run.  
 
The structure of the sessions followed a plan, design, assess format (PDA) and were 
carried out by a clinical psychologist. Workshops typically were two hours in duration and 
sessions were recorded by the principal investigator. Each session ended with the 
development of a short narrative which was rehearsed and revised, before being sent to 
scriptwriters for refinement. Following the drafting of an initial script, participants were 
invited to a subsequent workshop to discuss the authenticity & relevance of the preliminary 
script, further refinements were made accordingly. Following the final draft of MABIL in 
the City, workshop participants were invited to a viewing to discuss their thoughts and 
opinions of the final edit as well as their experience of participating in the co-development 
project.   
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2.5c Implementation of the intervention  
MABIL in the City comprises three episodes, which were shown sequentially during 
session 2, 3 & 4 of the experimental group (see Figure 6). Following each seven-minute 
episode, participants in the experimental group were afforded the opportunity to discuss 
their reaction to the episode in groups. The lead facilitator guided discussion using open-
ended questions such as: what similarities/differences are there with your own experience 
of home practice? What seemed helpful/unhelpful to you about the characters 
behaviour/responses? To account for the time taken to view and discuss each episode in the 
experimental group (15 minutes), participants in the control group were given a longer 
comfort break (20 minutes) during sessions 2, 3 and 4 of the MABIL group.   
 
Each episode of MABIL in the City is available via the following links: 
Episode 1 
http://31.24.33.64/View.aspx?id=530~3v~desd6J&code=Ar~GPSIlRNXRc8GeIBXoddZq
hCvisKdDVDRlKNkfu9xUw76hmVww3tD&ax=5R~psFCFxJ9PL 
Episode 2 
http://31.24.33.64/View.aspx?id=531~3w~F0HOHV&code=AH~8ICtvDiQbT7KnHDon8
8GeYbsiqafOxDtYmJ4CxjMa7UjSNzO9eJ8&ax=5S~RfVepxUvmA 
Episode 3 
http://31.24.33.64/View.aspx?id=532~3x~fC6erV&code=Az~QnjZRlypwy8eJNCFnFblkD
PzJ2SOiDDFF3Lcr0eC6HWjA0KCkFBv&ax=5T~rQjD9xeEKB 
 
 “Used with permission of Myndplay Ltd”  
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Figure 6: Implementation of the intervention 
 
 Session content Session content 
Session Experimental group Control group 
2 • Mindfulness of the Breath Meditation 
+ Enquiry (30 minutes) 
• Feedback from outside of session 
home practice (10 minutes) 
•  "MABIL in the City" was shown 
followed by group discussion (15 
minutes)* 
•  Comfort break (5 minutes)* 
• Session content: Attitude of 
mindfulness (15 minutes) 
• Body Scan Meditation + Enquiry (40 
minutes) 
• Assign outside of session home 
practice (5 minutes) 
 
• Mindfulness of the Breath Meditation 
+ Enquiry (30 minutes) 
• Feedback from outside of session 
home practice (10 minutes) 
• Comfort break (20 minutes)* 
• Session content: Attitude of 
mindfulness (15 minutes) 
• Body Scan Meditation + Enquiry (40 
minutes) 
• Assign outside of session home 
practice (5 minutes) 
 
3 • Body Scan Meditation + Enquiry (30 
minutes) 
• Feedback from outside of session 
home practice (10 minutes) 
•  "MABIL in the City" was shown 
followed by group discussion (15 
minutes)* 
•  Comfort break (5 minutes)* 
• Session content: Contacting the 
present moment: Awareness of the 
body in movement (15 minutes) 
• Mindfulness movement Meditation + 
Enquiry (40 minutes) 
• Assign outside of session home 
practice (5 minutes) 
 
• Body Scan Meditation + Enquiry (30 
minutes) 
• Feedback from outside of session 
home practice (10 minutes) 
•  Comfort break (20 minutes)* 
• Session content: Contacting the 
present moment: Awareness of the 
body in movement (15 minutes) 
• Mindfulness movement Meditation + 
Enquiry (40 minutes) 
• Assign outside of session home 
practice (5 minutes) 
 
4 • Mindfulness movement Meditation + 
Enquiry (30 minutes) 
• Feedback from outside of session 
home practice (10 minutes) 
•  "MABIL in the City" was shown 
followed by group discussion (15 
minutes)* 
•  Comfort break (5 minutes)* 
• Session content: Turning Towards 
Difficulty (15 minutes) 
• Turning Towards Difficulty 
Meditation + Enquiry (40 minutes) 
• Assign outside of session home 
practice (5 minutes) 
 
• Mindfulness movement Meditation + 
Enquiry (30 minutes) 
• Feedback from outside of session 
home practice (10 minutes) 
•  Comfort break (20 minutes)* 
• Session content: Turning Towards 
Difficulty (15 minutes) 
• Turning Towards Difficulty 
Meditation + Enquiry (40 minutes) 
• Assign outside of session home 
practice (5 minutes) 
 
*Differences in session content between groups highlighted in bold 
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2.6 Measures  
To evaluate the research objectives, several measures were administered at various time-
points during the study (see Table 3). 
 
Home practice: 
Home practice comprises formal and informal practice. To capture participants reported 
formal home practice three variables were computed: a) the average daily duration of 
formal home practice (in minutes) across the 7 weeks of treatment (no practice was 
recorded for week 8 as this was the final class); b) average number of days where formal 
practice was completed across the 7 weeks of treatment; and c) following (Crane et al., 
2014; Perich, Manicavasagar, Mitchell, & Ball, 2013) a binary variable specifying whether 
or not the participant had completed at least three formal practices each week, on average 
(i.e. had completed home practice on at least 50% of recommended occasions. Following 
Crane et al., (2014) informal home practice was computed by calculating the total number 
of informal practices (units) completed over the 7 weeks of the intervention. Finally, 3 
months following completion of the course, participants were asked to rate the frequency 
of their current formal mindfulness practice (see Table 3). As before, a binary variable 
specifying whether or not the participant had completed at least three formal practices each 
week was used at follow-up.  
 
Home practice self-efficacy: 
Given the novel nature of this construct, it was necessary to construct a bespoke home 
practice self-efficacy scale for the purposes of the current study (see Appendix 13). The 
scale was devised using Bandura’s Guide to constructing self-efficacy scales (Bandura, 
2004a). Using three-items participants were asked to rate how confident they felt in 
relation to the home practice element of the course. A Likert scale scoring system was 
implemented, with scores ranging from 0-100 (Bandura, 2005). The measure was 
administered at session 1 (baseline), session 4 (following MABIL in the City), and session 
7. The home practice self-efficacy measure was found to be highly reliable (Cronbach’s 
alpha =.91).  
 
Outcome expectations: 
To measure participant’s outcome expectations, the Credibility/Expectancy Questionnaire 
(CEQ; Devilly & Borkovec, 2000) was adapted for the purposes of this study. The CEQ 
expectancy factor, reflects an affectively-based process and is based on participant’s 
responses to three items reflecting how much they think they will improve by the end of 
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the course, how much they feel the course will help and how much they feel they will 
improve by the end of the course. A Likert scale scoring system was implemented, with 
possible scores ranging from 0-100. The measure was administered at session 1 (baseline) 
and session 4 (following MABIL in the City). The expectancy factor has shown high 
internal consistency and good test-retest reliability (Devilly & Borkovec, 2000). In the 
current study, the expectancy subscale consisted of 3 items; the subscale was found to be 
highly reliable (Cronbach’s alpha =. 
 
Mindfulness: 
To measure participants level of mindfulness the five-facet mindfulness questionnaire 
short-form (FFMQ-SF; Bohlmeijer, Klooster, Fledderus, Veehof & Baer, 2011) was 
administered (see Appendix 12). The FFMQ-SF is a 24-item self-report measure of 
mindfulness, which assesses five subscales: Describe, Non-Judge, Non-React, Act with 
Awareness, and Observe. Participants rate 24 statements on the extent to which they are 
true of them on a 5‐point scale from never or very rarely true to very often or always true. 
Higher scores on each of the sub-scales reflect greater mindfulness. The FFMQ-SF is 
derived from an original 39-item Five Facet Mindfulness Questionnaire (FFMQ; Baer et 
al., 2006). However, a major disadvantage of the FFMQ is that the total number of items 
presents a substantial amount of effort for participants, especially when collected alongside 
other measures (Medvedev et al., 2018). Recognising the potential response burden of the 
original FFMQ, Bohlmeijer et al., 2011 developed a short form version. In terms of its 
psychometric properties, total facet scores on the FFMQ-SF are highly correlated with the 
original version i.e.  r = .89 for observing, r = .98 for describing, r = .92 for acting with 
awareness, r = .96 for nonjudging, and r = .95 for nonreactivity Bohlmeijer, Klooster, 
Fledderus, Veehof & Baer, 2011). Similar to the original version, the FFMQ-SF is 
considered a reliable and valid instrument for use in adults with clinically relevant 
symptoms of depression and anxiety (Bohlmeijer, Klooster, Fledderus, Veehof & Baer, 
2011). 
 
Depression: 
Levels of depression were measured using the The Patient Health Questionnaire (PHQ-9; 
Kroenke, Spitzer, & Williams, 2001). The PHQ-9 contains nine items which measure 
symptoms of depression based on the DSM-IV criteria for major depressive disorder (see 
Appendix 10). Each of the nine items asks participants to rate “how often they have been 
bothered” by a series of depressive symptoms over the past two weeks. These nine items 
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are scored on a 4-point Likert scale i.e. as “0” (not at all), “1” (several days), “2” (more 
than half the days) and “3” (nearly every day), with scores ranging from 0-27.  The 
following cut-off scores were used to indicate severity of depression: 0-4 subclinical 
depression, 5-9 mild depression, 10-14 moderate depression, 15-19 moderate-severe 
depression, and 20-27 severe depression (Kroenke et al., 2001). In terms of its 
psychometric properties, the PHQ-9 has established reliability and validity for measuring 
depression (Kroenke et al., 2001) and has been found to have high internal consistency 
(Cronbach’s alpha = 0.86; Pinto-Meza, Serrano-Blanco, Peñarrubia, Blanco, & Haro, 
2005). In addition, the PHQ-9 has been validated in a UK depressed population  (Cameron, 
Crawford, Lawton, & Reid, 2008). The PHQ-9 also has been used in many studies in 
primary care settings, as well as with older individuals and with those who have physically 
disabling conditions (Cummings-Vaughn & Cruz-Oliver, 2016).  
 
Anxiety: 
To assess anxiety levels within the sample the seven-item Generalized Anxiety Disorder 
Questionnaire (GAD-7; Spitzer, Kroenke, Williams, & Löwe, 2006) was administered (see 
Appendix 11). The GAD-7 is one of the most frequently used diagnostic self-report scales 
for screening, diagnosis and severity assessment of anxiety disorders (Jordan, Shedden-
Mora, & Löwe, 2017). The GAD-7 is based on the DSM-IV diagnostic criteria for 
generalised anxiety disorder. Similar to the PHQ-9, the GAD-7 asks participants to rate 
how often over the last two weeks they have been bothered by symptoms of generalised 
anxiety. Likewise, the GAD-7 utilises a 4-point Likert scale i.e. as “0” (not at all), “1” 
(several days), “2” (more than half the days) and “3” (nearly every day). The total scale 
score can range from 0 to 21 and cut-off scores for mild, moderate and severe anxiety 
symptoms are 5, 10 and 15 respectively. A cut-off score of 10 was identified as the optimal 
point for sensitivity (89%) and specificity (82%) (Jordan et al., 2017). The GAD-7 has 
been found to have a high degree of internal consistency (Cronbach’s alpha = 0.89: Löwe 
et al., 2008), and is considered a valid and efficient tool for measuring generalised anxiety 
disorder (Spitzer et al., 2006).  
 
2.6b Data Collection 
All questionnaires and home practice logs were collected at the beginning of each session 
by the principal investigator (see Appendix 9), with the exception of the home practice 
self-efficacy and outcome expectation measures (see Appendix 13) which were completed 
and collected at the end of sessions following the discussion and assignment of home 
practice. 
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Table 3: Data collection time points 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2.7 Procedure  
Across the two phases, groups (experimental and control) were run concurrently (same day 
at different times) by the same facilitator, using the same facilitators manual (see Appendix 
6). Both the experimental group and the active control group were facilitated by a clinical 
psychologist, with extensive mindfulness training and experience (see Appendix 21). Each 
session was audio recorded, which enabled the facilitator to receive expert supervision 
from an UK Mindfulness Network approved supervisor. The principal investigator 
attended each session to assist solely with the practical elements of running the groups (i.e. 
collecting questionnaires).  
 
2.8 Determining the sample size 
Sample size was calculated a priori using G*Power version 3 (Faul, Erdfelder, Lang, & 
Buchner, 2007). Calculations were based on the larger research evaluation of the MABIL 
course (see bridging chapter). Informed by research within similar populations (Abbott et 
 Measured at 
Formal home practice (in minutes)  
 
Session 1-7 
Formal home practice (in days) 
 
Session 1-7 
Formal home practice (3 or <3) 
 
Informal home practice (total) 
 
Home practice self-efficacy 
 
Outcome expectations 
 
PHQ-9 
 
GAD-7 
 
FFMQ-SF 
 
Session 1-7 & Follow-up 
 
Session 1-7 
 
Session 1, 4 & 7 
 
Session 1 & 4 
 
Session 1, 4, 8 & Follow-up 
 
Session 1, 4, 8 & Follow-up 
 
Session 1, 4, 8 & Follow-up 
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al., 2014; Hofmann et al., 2010) power was calculated to be sufficient to detect a medium 
effect size on any of the main outcome measures i.e. PHQ-9, GAD-7 & FFMQ-SF. Power 
was set as 0.80, and an effect size of 0.06 was selected (equivalent to a medium effect size 
as measured by partial eta squared; Cohen, 1988), which revealed an initial sample size of 
24 participants was required in order to reach statistical significance at 0.05 level. 
However, given practical constraints i.e. location of the venue, a maximum of 15 
participants were permitted in each group. Therefore, to account for an expected drop rate 
of up to 25%, as reported elsewhere (Crane & Williams, 2010), it was necessary to run the 
trial in two phases, which was deemed feasible within the service context (see Figure 4).  
 
2.9 Missing data 
A significant effort was made to minimise missing data, including contacting participants 
that dropped out or did not finish the course. However, despite best efforts there was 
missing data. Where possible, an intention-to-treat analysis was applied for missing data, 
using the last observation carried forward method (i.e. a participants most recent rating is 
imputed in place of missing data). Intention to treat analysis operates under the rule that 
‘once randomised, always analysed’. Understandably, it was not possible to implement an 
intention-to-treat analysis for participant’s failing to submit home practice logs. Therefore, 
similar to Crane et al., (2014) a conservative approach was taken which assumed that 
participants did not undertake the outside of session practice as recommended. 
Furthermore, separate analyses were conducted for those that completed the course.  
 
2.10 Statistical analyses 
An alpha level of .05 was used for all statistical tests, unless otherwise specified. Despite 
the directional nature of the research objectives, due to the exploratory nature of the 
research, and the desire to observe and explore all outcomes, two-tailed tests were 
conducted. This decision was made following the recommendations of Lombardi and 
Hulbert (2009). 
 
2.11 Ethical considerations  
Ethical approval for the trial was obtained following application to the NHS Integrated 
Research Application Service (see Appendix 14); following consideration of the 
application members of the Camberwell St Giles NHS Research Ethics Committee (REC 
Review) awarded ethical approval for the study (see Appendix 15). Confirmation of 
capacity and capability for the trial was provided by Imperial College London and Imperial 
College Healthcare NHS Trust Joint Research Compliance Office (see Appendix 15). 
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Finally, the Faculty Research Degree Committee at the University of the West of 
England’s (UWE) approved this research trial (see Appendix 17).  
 
2.12 Knowledge Exchange 
Three months following the end of the course, participants were invited to a follow-up 
session. Following completion of follow up questionnaires, participants from both groups 
had the opportunity to view MABIL in the City and were informed of the research 
objectives. Here participants were also given the opportunity to request written summaries 
of the research findings. 
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3.0 Results 
 
3.1 Recruitment and attrition 
 
Figure 7: Recruitment and attrition study flow 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3.2 Reason for non-inclusion 
Twenty people did not meet the inclusion criteria for the trial; nine people could not attend 
the requisite number of sessions, two people were experiencing significant personal 
circumstances and it was agreed that the trial was not appropriate at the time, five people 
were receiving individual psychological therapy at the time, and four people received their 
care from outside the ICHNT network.  
 
Session 1 
(n=51) 
 
Met eligibility  
(n = 52)  
Session 1 
Attended (n = 44) 
 
Session 8 
Completed the course (n = 30) 
 
Three-month follow-up  
(n = 28)  
 
 
Failed to meet 
inclusion criteria 
(n= 20) 
Screened for eligibility 
(n = 72) 
Declined or did not 
respond to offer  
(n = 5) 
Cancelled prior to 
consent (n = 3) 
Did not complete the 
course 
(n = 14) 
 
Did not provide 
follow-up 
information 
(n = 2) 
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3.3 Demographics 
Though not part of the original research objectives of this trial, given the unique nature of 
the trial population (i.e. equal number of men and women from ethnically diverse 
backgrounds) coupled with the fact that little is known about how these variables influence 
engagement with home practice, it was decided to explore this further. Therefore, 
supplementary analyses were conducted (Appendix 19, p. 323).  
 
3.4 Attendance & Completion 
The number of sessions attended ranged between 1-8 (M = 5.0 sessions, SD = 2.68). 
Participant’s allocated to the experimental group attended more frequently (M = 5.23 
sessions, SD = 2.66), compared to participants allocated to the control group (M = 4.78 
sessions, SD = 2.72). 68.2% of participants completed the course, 71.4% of participants 
allocated to the experimental group completed the course, while 65.2% of the control 
group were considered to have completed the course (see Table 4).  
 
Table 3: Attendance & course completion record 
  
 
3.5 Reason for non-completion 
31.8% of participants did not complete the course (i.e. attended < 4 sessions), of which 
50% of participants only attended one session. Significant effort was made to ascertain 
participant’s reasons for non-completion. 21% of participant’s cited work, 7% cited caring 
duties, 21% cited illness, 14% cited unexpected travel issues, 7% cited bereavement as the 
main reason for not completing the course. Finally, 29% of participants provided no 
information for not completing the course 
 
3.6 Adverse events 
Adverse events related to psychological interventions are an area that is largely neglected 
(Onken, Carroll, Shoham, Cuthbert, & Riddle, 2014). Following the recommendation of 
Duggan, Parry, McMurran, Davidson, & Dennis (2014) adverse events were considered to 
be any sustained deterioration in participants mood directly attributable to the intervention. 
Variable Total 
participants 
n (%) 
Control 
group 
n (%) 
Experimental 
group 
n (%) 
Attendance (Mean No. of sessions) 5.0 4.78 5.23 
Completers 30 (68.2%) 15 (65.2%) 15 (71.4%) 
Non-completers 
 
14 (31.8%)   8 (34.8%)   6 (28.6%) 
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Sustained deterioration in mood was considered as any participant exhibiting clinically 
reliable deterioration in depression and anxiety three months following the course (Duggan 
et al., 2014). Generally accepted conventions (Gyani, Shafran, Layard, & Clark, 2013) of 
clinically reliable deterioration for both the PHQ-9 (increases of 6 or more points) and 
GAD-7 (increase of 4 or more points) were used. In total, one participant reported 
clinically reliable deterioration in depression and anxiety at follow-up. This participant was 
contacted and though their deterioration in mood was not directly attributable to the 
intervention, it was agreed that they would benefit from ongoing individual psychological 
support offered within the department.  
 
In the proceeding section, the results of this trial will be presented sequentially in relation 
to the following research questions: 
1. Did the narrative health communication intervention increase home practice self-
efficacy and outcome expectation relative to control, and were these variables predictive of 
greater home practice during the course and at follow-up? 
2: Did the narrative health communication intervention increase participants adherence to 
home practice recommendations relative to control? 
3: Did greater adherence to home practice lead to greater improvements in psychological 
outcomes (i.e. depression, anxiety and mindfulness) at course completion, and 3 months 
following the course? 
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3.7 Results: Research Objective 1 
 
1. Did the narrative health communication intervention increase home practice self-
efficacy and outcome expectation relative to control, and were these variables predictive of 
greater home practice during the course and at follow-up? 
 
A mixed between-within analysis of variance (ANOVA) was conducted to explore whether 
the experimental group, in comparison to active control demonstrated greater increases in 
home practice self-efficacy during the course (see Appendix 22). Using the last 
observation carried forward method, an intent-to-treat analysis was applied across three 
measurement periods (session 1, session 4 & session 7). The assumptions underlying the 
test were met, including normality, as assessed by inspection of the distribution and 
Shapiro-Wilk’s test of normality; no significant outliers were observed, as assessed by no 
studentized residuals > ± 3. There was homogeneity of variances as assessed by Levene’s 
test of homogeneity of variance (p > .05), the data violated the assumption of homogeneity 
of covariances as assessed by Box’s M test (p <. 001). There was sphericity for the 
interaction term, as assessed by Mulcahy’s test of sphericity (p > .162). No significant 
interaction between intervention and home practice self-efficacy across the three 
measurement periods was found (session 1, 3 & 7), Wilks Lambda = .97 F = (2, 41) = .66, 
p = .522, ηp
2
 = .03 (small effect; Cohen, 1988). A significant main effect for home practice 
self-efficacy was evident across the three measurement periods, Wilks Lambda = .78 F = 
(2, 41) = 5.74, p = .006, ηp
2
= .21 (large effect; Cohen, 1988), with both interventions 
(control & experimental) showing improvement in home practice self-efficacy across the 
three measurement periods (see Table 5). The main effect comparing the two interventions 
(control & experimental) was not statistically significant, F (1, 42) = .298, p = .588 ηp
2 
= 
.007 (small effect; Cohen, 1988).  
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Table 4: Home practice self-efficacy ratings (Mixed ANOVA) 
                                                                      Control                               Experimental                                
Measurement period                               n             M          SD        n          M     SD      
Home practice self-efficacy Week 1     23        182.60    49.15            21      165.23    48.43 
Home practice self-efficacy Week 4     23        197.82    45.22            21      195.71    50.05 
Home practice self-efficacy Week 7     23        198.26    48.20            21      197.61    55.12 
 
A mixed between-within subjects analysis of variance was conducted to explore whether 
the experimental group, in comparison to active control demonstrated greater increases in 
outcome expectations (see Appendix 22). There was homogeneity of variances as assessed 
by Levene’s test of homogeneity of variance (p > .05), the data met the assumption of 
homogeneity of covariances as assessed by Box’s M test (p > .05). There were no 
significant outliers observed, as assessed by no studentized residuals > ± 3. The 
assumption of normality was violated (i.e. outcome expectation measured at session 1 was 
not normally distributed, as assessed by inspection of the histogram and the Shapiro Wilk’s 
test of normality), which subsequent transformations failed to improve. While ANOVA is 
considered robust to violations of this assumption (Harwell et al., 1992; Lix et al., 1996), 
the results of this analysis should be interpreted with caution. Results indicated no 
significant interaction between intervention and expectation of improvement across two 
measurement periods (session 1 & session 4; see Table 6), Wilks Lambda = .99 F = (1, 42) 
= .074, p = .78, ηp
2
 = .002 (small effect; Cohen, 1988). There was no main effect for 
outcome expectations across the two measurement periods, Wilks Lambda = .99 F = (1, 
42) = .074, p = .78 ηp
2 
= .002 (small effect; Cohen, 1988). The main effect comparing the 
two interventions was not significant, F (1, 42) = 2.334, p = .134, ηp
2
 = .05 (moderate 
effect; Cohen, 1988).  
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Table 5: Outcome expectation ratings (Mixed ANOVA) 
                                                                     Control                               Experimental                                
Measurement period                           n             M          SD               n           M          SD        
Outcome expectation Week 1          23        177.39    61.95            21      201.42    44.64 
Outcome expectation Week 4          23        181.30    57.54            21      201.42    46.61 
 
A multiple regression was performed to ascertain whether higher levels of home practice 
self-efficacy and outcome expectation at session 4 predicted greater frequency (average 
number of days) of formal home practice during the course (see Appendix 22). Preliminary 
analyses were conducted to ensure no violation of the assumptions underlying the test.  
There was linearity as assessed by partial regression plots and a plot of studentized 
residuals against the predicted values. There was independence of residuals, as assessed by 
a Durbin-Watson statistic of 2.596. There was homoscedasticity, as assessed by visual 
inspection of a studentized residuals versus unstandardized predicted values > ± 3. There 
was no evidence of multicollinearity, as assessed by tolerance values > 0.1. There were no 
studentized deleted residuals > 3, and no values for Cook’s distance > 1. There was one 
leverage value > 0.2, but none > 0.5, therefore this case was included in the analysis The 
assumption of normality was met, as assessed by inspection of the histogram. The multiple 
regression model statistically predicted frequency of formal home practice during the 
course, F(2,27) = 4.699, p = .018, adj. R
2 
= .203. Home practice self-efficacy (p < .013), 
but not outcome expectation (p = .079) added significantly to the model (see Table 7).  
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Table 6: Predictors of formal home practice frequency (Multiple Regression) 
                                                                       B                       BSE                                  
Constant                                                       1.979                   1.654  
Home practice self-efficacy                         .017                     .007                   .444* 
Outcome expectation                                  -.010                     .006                 - .304                   
Note: adj. R
2
=.387, * (p = <.05), ** (p = < .001) 
 
A multiple regression was performed to ascertain whether higher levels of home practice 
self-efficacy and outcome expectation at session 4 predicted greater time spent engaging in 
formal home practice during the course (see Table 8). Preliminary analyses were 
conducted to ensure no violation of the assumptions underlying the test (see Appendix 22).  
There was linearity as assessed by partial regression plots and a plot of studentized 
residuals against the predicted values. There was independence of residuals, as assessed by 
a Durbin-Watson statistic of 1.641. There was homoscedasticity, as assessed by visual 
inspection of a studentized residuals versus unstandardized predicted values. There was no 
evidence of multicollinearity, as assessed by tolerance values > 0.1. There were no 
studentized deleted residuals > ± 3, and no values for Cook’s distance > 1. There were 3 
leverage values > 0.2, but none > 0.5, therefore these cases were kept in the analysis. The 
assumption of normality was met, as assessed by inspection of the histogram. The multiple 
regression model statistically predicted time spent engaging in formal home practice 
during the course, F(2,27) = 3.569, p = .042, adj. R
2 
= .151. Home practice self-efficacy 
added significantly to the prediction (p < .037), however outcome expectation did not add 
significantly to the model (p = .088)., Contrary to expectation, despite not reaching 
statistical significance, higher levels of outcome expectation at session 4 were associated 
with fewer average days & time spent engaging in formal home practice during the course. 
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Table 7: Predictors of formal home practice duration (Multiple Regression) 
                                                                       B                       BSE                                  
Constant                                                       8.612                   6.67  
Home practice self-efficacy                         .058                     .026                   .378* 
Outcome expectation                                  -.041                     .023                 - .305                   
Note: adj. R
2
=.151, * (p = <.05), ** (p = <.001) 
 
A multiple regression was performed to ascertain whether higher levels of home practice 
self-efficacy and outcome expectation at session 4 predicted greater frequency of informal 
home practice during the course (see Appendix 22). Preliminary analyses were conducted 
to ensure no violation of the assumptions underlying the test.  There was linearity as 
assessed by partial regression plots and a plot of studentized residuals against the predicted 
values. There was independence of residuals, as assessed by a Durbin-Watson statistic of 
2.513. There was homoscedasticity, as assessed by visual inspection of a studentized 
residuals versus unstandardized predicted values. There was no evidence of 
multicollinearity, as assessed by tolerance values > 0.1. There were no studentized deleted 
residuals > ± 3, no values for Cook’s distance > 1. There were 3 leverage values > 0.2, but 
none > 0.5, therefore these cases were kept in the analysis. The assumption of normality 
was met, as assessed by inspection of the histogram. The multiple regression model did not 
statistically predict informal home practice during the course, F(2,27) = 2.065, p = .146, 
adj. R
2 
= .07. Neither home practice self-efficacy or outcome expectation added 
significantly to the prediction (p > .05). Contrary to expectation, neither home practice 
self-efficacy or outcome expectation were associated with home practice during the course 
(see Table 9).  
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Table 8: Predictors of informal home practice frequency (Multiple Regression) 
                                                                       B                       BSE                                  
Constant                                                       33.28                   22.95   
Home practice self-efficacy                           .113                     .090                   .225 
Outcome expectation                                    -.137                     .079                 - .314                   
Note: adj. R
2
=.068, * (p = <.05), ** (p = <.001) 
 
3-month follow-up 
 
Two participants who completed the course failed to provide follow-up information 
regarding the frequency of their meditation practice. Therefore, an intention to treat 
approach was implemented, in which it was assumed that these participants were not 
practicing meditation on average 3 or more days per week. 
 
A binomial logistic regression was performed to ascertain whether higher levels of home 
practice self-efficacy at session 7 predicted greater frequency of formal home practice 3-
months following the course (see Appendix 22). The independent variables were found to 
be linearly related to the logit of the dependent variable. No outliers were identified. The 
logistic regression model was statistically significant, X
2 
(1) = 7.673, p = .006. The model 
explained 30.5% (Nagelkerke R
2) 
of the variance in the frequency of formal home practice 
at follow-up and correctly classified 70% of cases. Sensitivity was 66.7%, specificity was 
72.2%, positive predictive value was 61.5% and negative predictive value was 76.47%. 
Thus, higher home practice self-efficacy at session 7 was associated with an increased 
likelihood of practicing formal meditation on average 3 or more days per week at follow-
up (see Table 10).  
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Table 9: Predictors of home practice frequency at follow-up (Logistic Regression) 
 
      B 
      
S.E. 
    
Wald 
        
df 
      
Sig. 
     
Exp(B
) 
95% CI.for 
EXP(B) 
Lower Upper 
 HPSE(7) .029 .013 4.853 1 .028 1.029 1.00 1.056 
Constant -6.475 2.870 5.089 1 .024 .002   
 
 
 
A binomial logistic regression was performed to ascertain whether higher levels of 
outcome expectation at session 4 predicted greater frequency of formal home practice 3-
months following the course (see Appendix 22). The independent variables were found to 
be linearly related to the logit of the dependent variable. No outliers were identified. The 
logistic regression model was not statistically significant, X
2 
(1) = .077, p = .781. The 
model explained 0.3% (Nagelkerke R
2) 
of the variance in the frequency of formal home 
practice at follow-up. Thus, higher outcome expectation at session 4 was not associated 
with an increased likelihood of practicing formal meditation on average 3 or more days per 
week at follow-up (see Table 11).  
 
Table 10: Predictors of home practice frequency at follow-up (Logistic Regression) 
 
      B 
      
S.E. 
    
Wald 
        
df 
      
Sig. 
     
Exp(B
) 
95% CI.for 
EXP(B) 
Lower Upper 
 Outcome 
expectation 
(4) 
.002 .008 .077 1 .781 1.002 .987 1.017 
Constant -.830 1.573 .278 1 .598 .436   
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3.8 Results: Research Objective 2 
 
2: Did the narrative health communication intervention increase participants adherence to 
home practice recommendations relative to control? 
 
An independent-sample t-test was conducted to explore whether the experimental group, in 
comparison to active control group would engage more frequently (average days) in home 
practice during the course (see Appendix 23). There were no significant outliers and the 
assumptions of normality and homogeneity of variances were met, as assessed by Shapiro 
Wilk’s test of normality (p > .05), and Levene’s test for equality of variances (p > .05) 
respectively. Results indicated no significant difference in average days of formal home 
practice for the control (M = 3.40, SD = 1.82) and experimental group (M = 3.42, SD 
=1.60); t (28) = -.029, p = .97. The magnitude of the difference in means M = -0.18, 95% 
CI [-1.30 – 1.26] was small d = .01 (Cohen, 1988). 
 
 A chi-square test of independence was conducted to explore whether the experimental 
group, in comparison to active control group would engage in formal home practice more 
frequently (on average  3 days per week) during the course (see Appendix 23).  All 
expected frequencies were > 5. There was no statistically significant association between 
group and frequency of practice (  3 days of < 3 days) during the course, X2 (1) = .144, p 
= .705. The association was small as assessed by Cramer’s V = 0.69 (Cohen, 1988). 
 
An independent-sample t-test was conducted to explore whether the experimental group, in 
comparison to active control group would spend more time engaging in formal home 
practice during the course (see Appendix 23). The assumptions of normality and 
homogeneity of variances were met, as assessed by Shapiro Wilk’s test of normality  (p > 
.05), and Levene’s test for equality of variances (p > .05) respectively. No significant 
outliers were observed. Results indicated no significant difference in average duration of 
formal home practice for the control (M = 12.24, SD = 7.00) and experimental group (M 
=12.10, SD = 6.38); t (28) = .059, p = .95. The magnitude of the difference in means M = -
0.14, 95% CI [-4.86 – 5.15] was small d = .02 (Cohen, 1988).  
 
An independent-sample t-test was conducted to explore whether the experimental group, in 
comparison to active control group would engage in more informal home practice during 
the course (see Appendix 23). There were no significant outliers and the assumptions of 
normality and homogeneity of variances were met, as assessed by Shapiro Wilk’s test of 
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normality (p > .05), and Levene’s test for equality of variances (p > .05) respectively. 
Results indicated no significant difference in informal home practice for the control (M = 
29.93, SD = 22.63) and experimental group (M = 27.60, SD = 21.33); t (28) = .291, p = .77. 
The magnitude of the difference in means M = 2.33, 95% CI [-14.11 – 18.78] was small d 
= .10 (Cohen, 1988).  
 
3-month follow-up 
A chi-square test of independence was conducted to test the hypothesis that the 
intervention group, in comparison to active control group would engage in formal home 
practice more frequently on average ( 3 days or < 3 days) 3-months following the course 
(see Appendix 23). All expected frequencies were greater than five. Results of the 
intention to treat analysis indicated that an equal number of participants in both groups 
were practicing mindfulness meditation at follow-up (see Table 12). 
 
Table 11: Comparing groups home practice at follow-up 
 
The test was repeated for the 28 participants that reported their average home practice at 
follow-up, the results of which indicated no statistically significant association between 
group and frequency of practice (3 days of < 3 days) at follow-up, X2 (1) = .108, p = .743. 
The association was small (Cohen, 1988), Cramer’s V = 0.62.  
 
 
 
 
 
 
 
 
 
 
 
 
 
                           < 3 days                             3 days                          Total 
Control                            9 (60%)                            6 (40%)                            15 (100%) 
 
Experimental                   9 (60%)                            6 (40%)                            15 (100%) 
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Table 12: Home practice variables by group 
 
 
 
 
  
Variable 
 
 
Formal home practice duration 
 
Informal home practice 
 
                                                                                
Formal home practice frequency: 
 
Average number of days 
 
 
 
 
< 3 days 
 
 ≥3 days 
 
Home practice three months: 
 
< 3 days 
 
 ≥3 days 
 
 
Total 
(n) M, SD 
 
(30) 12.18, 
6.56 
 
(30) 28.87, 
21.64 
 
 
 
 
(30) 3.41, 
1.68 
 
 
 
 
n (%) 
 
12 (40%) 
 
 
18 (60%) 
 
 
 
 
 
18 (60%) 
 
 
12 (40%) 
Control  
(n) M, SD 
 
(15) 12.24, 
7.01 
 
(15) 29.93, 
22.63 
 
 
 
 
 
(15) 3.40, 
1.82 
 
 
 
 
 
 
6 (50%) 
 
 
9 (50%) 
 
 
 
 
 
9 (50%) 
 
 
6 (50%) 
 
Experimental          
(n) M, SD 
 
(15) 12.10, 
6.38 
 
(15) 27.60, 
21.33 
 
 
 
 
 
(15) 3.42, 
1.60 
 
 
 
 
 
 
6 (50%) 
 
 
9 (50%) 
 
 
 
 
 
9 (50%) 
 
 
6 (50%) 
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3.9 Results: Research Objective 3  
 
3: Did greater adherence to home practice lead to greater improvements in psychological 
outcomes (i.e. depression, anxiety and mindfulness) at course completion, and 3-months 
following the course? 
 
Two participants who completed the course failed to provide follow-up data. Therefore, a 
conservative approach to missing data was implemented. It was assumed that participants 
wellbeing scores (depression, anxiety and mindfulness) had returned to baseline levels and 
that they were no longer practicing mindfulness meditation. In addition, consistent with 
previous research which indicates that greater amounts of formal home practice are 
associated with better outcomes (Crane et al., 2014), a series of analyses were conducted to 
explore whether participants who engaged more frequently in formal home practice during 
the course and at follow-up ( 3 days on average) experienced greater improvements in 
mood (depression & anxiety) following the MABIL course and at follow-up. 
Improvements in mood were calculated using change scores i.e. by subtracting end of 
course PHQ-9, GAD-7 & FFMQ-SF ratings from baseline ratings on the PHQ-9, GAD-7 
& FFMQ-SF. Significantly, because lower scores on the PHQ-9 & GAD-7 represent lower 
levels of depression & anxiety, scores were reversed (i.e. reduction of 5 points = 5, and an 
increase of 5 points = -5).  
 
Depression (End of course) 
An independent samples t-test was conducted to explore whether greater adherence to 
home practice during the course led to greater improvements in depression at course 
completion (see Appendix 24). There were no outliers in the data, as assessed by 
inspection of a boxplot, the assumption of normality was met, as assessed by Shapiro 
Wilk’s test (p >.05), and there was homogeneity of variances as assessed by Levene’s test 
for equality of variances (p >.05). No statistical difference in depression ratings were 
observed for participants who engaged in home practice < 3 days a week during the course 
(M = 5.09, SD = 6.44) and participants who practiced on average  3 days a week during 
the course (M = 5.31, SD = 5.80). The difference in means was small, M= -.22, 95% CI [-
4.91 - 4.46], t (28) = -.098, p = .922.  d = .03 (small effect; Cohen, 1988).  
 
Anxiety (End of course) 
An independent samples t-test was conducted to explore whether greater adherence to 
home practice during the course led to greater improvements in anxiety at course 
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completion (see Appendix 24). One outlier was identified in the data, as assessed by 
inspection of a boxplot, therefore two analyses were run: one which included the case, and 
one which excluded the case. No significant difference in results were observed between 
analyses, as such the results of the analysis including the outlier is reported. The 
assumption of normality was met, as assessed by Shapiro Wilk’s test (p > .05), and there 
was homogeneity of variances as assessed by Levene’s test for equality of variances (p = 
>. 05). No statistical difference in anxiety ratings were observed for participants who 
engaged in home practice < 3 days a week during the course (M = 4.54, SD = 4.20) and 
participants who practiced on average  3 days a week during the course (M = 5.57, SD = 
4.35). The difference in means was small, M = - 1.03, 95% CI [-4.36 – 2.30], t (28) = -
.635, p = .531.  d = .24 (small effect; Cohen, 1988).  
 
Describe facet of the FFMQ-SF (End of Course)  
The assumption of normality was violated, as assessed by Shapiro Wilk’s test for normality 
(<.05). Furthermore, two outliers were identified in the data, as assessed by inspection of a 
boxplot. Therefore, A Mann-Whitney test (non-parametric equivalent to independent 
samples t-test) was run to determine whether participants who engaged in home practice 
more frequently during the course had greater improvements in the describe facet of the 
FFMQ-SF following the course (see Appendix 24). Distributions of the change score 
ratings were not similar, as assessed by visual inspection. No significant differences in 
improvement were observed between participants who practiced on average  3 days a 
week during the course (Mean rank = 17.11) and participants who engaged in home 
practice < 3 days a week during the course (Mean rank = 12.73), U = 135.00, z = 1.324, p 
=.200 using an exact sampling distribution for U (Dineen & Blakesley, 1973). 
 
Non-react facet (End of Course)  
The assumption of normality was violated, as assessed by Shapiro Wilk’s test for normality 
(<.05). Furthermore, several outliers were identified in the data, as assessed by inspection 
of a boxplot. Therefore, a Mann-Whitney test (non-parametric equivalent to independent 
samples t-test) was run to determine whether participants who practiced meditation more 
frequently during the course had greater improvements in the non-react facet of the FFMQ-
SF following the course (see Appendix 24). Distributions of the change score ratings were 
not similar, as assessed by visual inspection. No significant differences in improvement 
were observed between participants who practiced on average  3 days a week during the 
course (Mean rank = 16.50) and participants who engaged in home practice on average < 3 
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days a week during the course (Mean rank = 13.77), U = 123.50, z = .825, p =.420 using 
an exact sampling distribution for U (Dineen & Blakesley, 1973). 
Non-judge facet (End of Course) 
The assumption of normality was violated, as assessed by Shapiro Wilk’s test for normality 
(<.05). Furthermore, several outliers were identified in the data, as assessed by inspection 
of a boxplot. Therefore, a Mann-Whitney test (non-parametric equivalent to independent 
samples t-test) was run to determine whether participants who practiced meditation more 
frequently during the course had greater improvements in the non-react facet of the FFMQ-
SF following the course (see Appendix 24). Distributions of the change score ratings were 
not similar, as assessed by visual inspection. No significant differences in improvement 
were observed between participants who practiced on average  3 days a week during the 
course (Mean rank = 16.11) and participants who engaged in home practice on average < 3 
days a week during the course (Mean rank = 14.45), U = 116.00, z = .499, p =.641 using 
an exact sampling distribution for U (Dineen & Blakesley, 1973). 
 
Act aware facet (End of Course) 
The assumption of normality was violated, as assessed by Shapiro Wilk’s test for normality 
(<.05). Furthermore, several outliers were identified in the data, as assessed by inspection 
of a boxplot. Therefore, a Mann-Whitney test (non-parametric equivalent to independent 
samples t-test) was run to determine whether participants who practiced meditation more 
frequently during the course had greater improvements in the non-react facet of the FFMQ-
SF following the course (see Appendix 24). Distributions of the change score ratings were 
not similar, as assessed by visual inspection. No significant differences in improvement 
were observed between participants who practiced on average  3 days a week during the 
course (Mean rank = 13.71) and participants who engaged in home practice on average < 3 
days a week during the course (Mean rank = 18.59), U = 70.50, z = .-1.475, p =.145 using 
an exact sampling distribution for U (Dineen & Blakesley, 1973). 
 
Observe facet (End of Course) 
The assumption of normality was violated, as assessed by Shapiro Wilk’s test for normality 
(<.05). Furthermore, several outliers were identified in the data, as assessed by inspection 
of a boxplot. Therefore, a Mann-Whitney test (non-parametric equivalent to independent 
samples t-test) was run to determine whether participants who engaged in home practice 
more frequently during the course had greater improvements in the observe facet of the 
FFMQ-SF following the course (see Appendix 24). Distributions of the change score 
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ratings were not similar, as assessed by visual inspection. No significant differences in 
improvement were observed between participants who practiced on average  3 days a 
week during the course (Mean rank = 16.39) and participants who engaged in home 
practice on average < 3 days a week during the course (Mean rank =13.95), U = 121.50, z 
= .735, p =.471 using an exact sampling distribution for U (Dineen & Blakesley, 1973). 
 
Contrary to expectation, participants who engaged in home practice more frequently during 
the course did not demonstrate statistically significant improvements in depression, anxiety 
and/or mindfulness ratings compared to participants who practiced less frequently during 
the course.  
 
 
Depression (Follow-up) 
An independent samples t-test was conducted to explore whether greater frequency of 
home practice at follow-up led to greater improvements in depression at follow-up (see 
Appendix 24).  Two outliers were identified in the data, as assessed by inspection of a 
boxplot, both were deemed to be true values and therefore were included in the analysis. 
The assumption of normality was met, as assessed by Shapiro Wilk’s test (p >.05), and 
there was homogeneity of variances as assessed by Levene’s test for equality of variances 
(p =.265). A statistically significant difference in depression ratings were observed for 
participants who practiced on average < 3 days a week at follow-up (M = 2.31 SD = 5.14) 
and participants who practiced on average   3 days a week at follow-up (M = 7.00, SD 
=6.63). The difference in means was medium, M = - 4.68, 95% CI [-9.12 – -.245], t (28) = 
-.2.162, p = .039.  d =.79 (medium effect; Cohen, 1988). To test the influence of the two 
outliers described above, the analysis was re-run excluding both cases. Results of the 
subsequent analysis revealed similar results. 
 
Anxiety at follow-up 
An independent samples t-test was conducted to explore whether greater frequency of 
home practice at follow-up led to greater improvements in anxiety at follow-up (see 
Appendix 24). There were no outliers in the data, as assessed by inspection of a boxplot, 
the assumption of normality was violated, as assessed by Shapiro Wilk’s test (p <.04), 
which transformations failed to adjust, therefore the results should be interpreted with 
caution. There was homogeneity of variances as assessed by Levene’s test for equality of 
variances (p = >.05). A statistically significant difference in anxiety ratings were observed 
for participants who engaged in home practice on average < 3 days a week at follow-up (M 
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= 1.57, SD = 5.59) and participants who practiced on average  3 days a week at follow-up 
(M = 5.54, SD =3.88). The difference in means was large, M = - 3.96, 95% CI [- 7.88 – -
0.49], t (28) = -.2.074, p = .047.  d =.82 (large effect; Cohen, 1988). 
 
Describe Follow-Up 
An independent samples t-test was conducted to explore whether greater frequency of 
home practice at follow-up led to greater improvements in the describe facet of the FFMQ-
SF at follow-up (see Appendix 24). The assumption of normality was met, as assessed by 
Shapiro Wilk’s test (p > .05), and there was homogeneity of variances as assessed by 
Levene’s test for equality of variances (p > .05). Several outliers were identified in the 
data, as assessed by inspection of a boxplot. While deemed to be true values, two analyses 
were conducted to assess the influence of the outliers. The first analysis included each of 
the cases, while the second analysis excluded these cases. Results of the initial analysis 
indicated no significant difference in change scores for participants who practiced on 
average  3 days a week at follow-up (M =.73, SD = 2.41) and participants who engaged in 
home practice on average < 3 days a week at follow-up the course (M = 1.05, SD = 3.22); t 
(28) = .290, p = .774. The difference in means was small, M = .77, 95% CI [-1.97 – 2.62], 
d = .11 (Cohen, 1988). Results of the second analysis, which excluded the extreme values, 
were similar. 
 
Non-React Follow-Up 
An independent samples t-test was conducted to explore whether greater frequency of 
home practice at follow-up led to greater improvements in the non-react facet of the 
FFMQ-SF at follow-up (see Appendix 24). The assumption of normality was met, as 
assessed by Shapiro Wilk’s test (p > .05), and there was homogeneity of variances as 
assessed by Levene’s test for equality of variances (p > .05). No outliers were identified in 
the data, as assessed by inspection of a boxplot. Results of the initial analysis indicated no 
significant difference in change scores for participants who practiced on average  3 days a 
week at follow-up (M = .90, SD = 3.11) and participants who engaged in home practice on 
average < 3 days a week at follow-up (M = 1.94, SD = 3.29); t (28) = .849, p = .403. The 
difference in means was small, M = 1.03, 95% CI [-1.46 – 3.54], d = .32 (Cohen, 1988).  
 
Non-judge Follow-Up 
An independent samples t-test was conducted to explore whether greater frequency of 
home practice at follow-up led to greater improvements in the non-judge facet of the 
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FFMQ-SF at follow-up (see Appendix 24). The assumption of normality was met, as 
assessed by Shapiro Wilk’s test (p > .05), and there was homogeneity of variances as 
assessed by Levene’s test for equality of variances (p > .05). No outliers were identified in 
the data, as assessed by inspection of a boxplot. Results of the initial analysis indicated no 
significant difference in change scores for participants who practiced on average  3 days a 
week at follow-up (M = .54, SD = 2.62) and participants who practiced on average < 3 
days a week at follow-up (M = 2.21, SD = 3.04); t (28) = 1.514 , p = .141. The difference 
in means was medium, M = 1.66, 95% CI [-0.58 – 3.91], d = .58 (Cohen, 1988).  
 
Act aware follow-up 
An independent samples t-test was conducted to explore whether greater frequency of 
home practice at follow-up led to greater improvements in the act aware facet of the 
FFMQ-SF at follow-up (see Appendix 24). The assumption of normality was met, as 
assessed by Shapiro Wilk’s test (p >.05), and there was homogeneity of variances as 
assessed by Levene’s test for equality of variances (p >.05). No outliers were identified in 
the data, as assessed by inspection of a boxplot. Results of the initial analysis indicated no 
significant difference in change scores for participants who practiced on average  3 days a 
week at follow-up (M = 2.27, SD = 3.60) and participants who practiced on average < 3 
days a week at follow-up (M = 1.31, SD = 3.38); t (28) = - .729, p = .472. The difference in 
means was small, M = -95, 95% CI [-3.64 – 1.73], d = .27 (Cohen, 1988). 
 
Observe follow-up 
An independent samples t-test was conducted to explore whether greater frequency of 
home practice at follow-up led to greater improvements in the observe facet of the FFMQ-
SF at follow-up (see Appendix 24). The assumption of normality was met, as assessed by 
Shapiro Wilk’s test (p >.05), and there was homogeneity of variances as assessed by 
Levene’s test for equality of variances (p >.05). Several outliers were identified in the data, 
as assessed by inspection of a boxplot. While deemed to be true values, two analyses were 
conducted to assess the influence of the outliers. The first analysis included each of the 
cases, while the second analysis excluded these cases. Results of the initial analysis 
indicated no significant difference in change scores for participants who engaged in home 
practice on average  3 days a week at follow-up (M = 1.00, SD = 2.32) and participants 
who practiced on average < 3 days a week at follow-up (M = .57, SD = 3.46); t (28) = -
.357, p = .723. The difference in means was small, M = -.42, 95% CI [-2.83 – 1.99], d = 
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.14 (Cohen, 1988). Results of the second analysis, which excluded the extreme values, 
were similar. 
 
3.10 Results: Supplementary analysis 
As mentioned previously, though not part of the original research objectives, I felt 
obligated, given the novel nature of the sample, to explore further the influence of patient’s 
individual characteristics on home practice engagement during the course and at follow-up. 
Given the paucity of research which includes an equal representation of men and women, a 
brief exploration was considered both clinically and empirically valuable. Visual 
inspection of home practice variables distinguished by patient characteristics (see Table 14, 
15, 16 & 17) suggested that being female, having previous meditation experience and no 
previous psychological treatment was associated with greater engagement with home 
practice, though additional analyses revealed no statistically significant differences in 
home practice frequency or duration based on these variables (see Appendix 25). The 
remaining demographic variables were deemed similar and therefore not subjected to 
additional analyses. Next, the results of the main research objectives will be discussed in 
detail. 
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Table 13: Formal home practice frequency distinguished by participants demographics 
Engagement variable  Demographic variable Value 
n (%) 
Value 
n (%) 
Formal home 
practice frequency  
 
 
Sex: < 3 days  3 days 
 Male 7 (58.3%) 5 (41.7%) 
 Female 4 (22.2%) 14 (77.8%) 
    
 Ethnicity:   
 White British 5 (50%) 5 (50%) 
 White Other 3 (30%) 7 (70%) 
 BME 3 (30%) 7 (70%) 
    
 Marital status:   
 Married 2 (28.6%) 5 (71.4%) 
 Not married 8 (38.1%) 13 (61.9%) 
 Prefer not to say 1 (50%) 1 (50%) 
    
 Employment:   
 Employed 3 (33.3%) 6 (66.6%) 
 Unemployed 6 (33.3%) 12 (66.6%) 
 Prefer not to say 2 (66.6%) 1 (33.3%) 
    
 LTC:   
 Chronic pain alone 1 (25%) 3 (75%) 
 Two or more health conditions (inc. 
pain) 
3 (30%) 7 (70%) 
 Other alone (excl. pain) 7 (43.8%) 9 (56.2%) 
    
 Previous service use:   
 Previous psychological support 8 (50%) 8 (50%) 
 No previous psychological support 3 (21.4%) 11 (78.6%) 
    
 Meditation naive 9 (37.5%) 15 (62.5%) 
 Previous meditation experience 2 (33.3%) 4 (66.7%) 
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Table 14: Formal home practice (average time) distinguished by participants demographics 
Engagement variable  Demographic variable Value 
n, (SD) 
Formal home practice  Sex:  
(average daily time spent) Male 9.92 (7.10) 
 Female 13.68 (5.94) 
   
 Ethnicity:  
 White British 11.28 (6.37) 
 White Other 12.57 (7.17) 
 BME 12.66 (6.80) 
   
 Marital status:  
 Married 11.63 (6.74) 
 Not married 12.79 (6.39) 
 Prefer not to say 7.54 (10.67) 
   
 Employment:  
 Employed 13.67 (4.31) 
 Unemployed 11.81 (7.48) 
 Prefer not to say 4.40 (2.60) 
   
 LTC:  
 Chronic pain alone 12.75 (7.65) 
 Two or more health conditions (inc. 
pain) 
12.50 (5.67) 
 Other alone (excl. pain) 11.82 (7.24) 
   
 Previous service use:  
 Previous psychological support 10.96 (6.93) 
 No previous psychological support 13.55 (6.12) 
   
 Meditation naive 11.30 (6.56) 
 Previous meditation experience 15.65 (5.95) 
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Table 15: Informal home practice frequency distinguished by participant’s demographics 
Engagement variable  Demographic variable Value 
n (%) 
Informal home practice  Sex:  
(frequency across the course) Male 24.16 (21.27) 
 Female 31.83 (21.93) 
   
 Ethnicity:  
 White British 26.60 (15.96) 
 White Other 29.50 (27.64) 
 BME 30.20 (21.95) 
   
 Marital status:  
 Married 20.57 (18.40) 
 Not married 32.71 (22.26) 
 Prefer not to say 16.00 (22.62) 
   
 Employment:  
 Employed 33.11 (21.28) 
 Unemployed 28.11 (22.72) 
 Prefer not to say 19.66 (19.39) 
   
 LTC:  
 Chronic pain alone 19.00 (20.11) 
 Two or more health conditions (inc. 
pain) 
30.40 (20.08) 
 Other alone (excl. pain) 30.18 (23.52) 
   
 Previous service use:  
 Previous psychological support 26.62 (21.51) 
 No previous psychological support 31.21 (22.33) 
   
 Meditation naive 27.50 (22.86) 
 Previous meditation experience 33.83 (16.50) 
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Table 16: Home practice frequency at follow-up distinguished by participant’s 
demographics 
Engagement 
variable  
Demographic variable Value 
n (%) 
Value 
n (%) 
Home practice at 
follow-up  
 
Sex: < 3 days  3 days 
 Male 8 (66.7%) 4 (33.3%) 
 Female 10 (55.6%) 8 (44.4%) 
    
 Ethnicity:   
 White British 9 (90%) 1 (10%) 
 White Other 3 (30%) 7 (70%) 
 BME 6 (60%) 4 (40%) 
    
 Marital status:   
 Married 5 (83.3%) 1 (16.7%) 
 Not married 10 (50%) 10 (50%) 
 Prefer not to say 3 (75%) 1 (25%) 
    
 Employment:   
 Employed 5 (50%) 5 (50%) 
 Unemployed 12 (66.7) 6 (33.3) 
 Prefer not to say 1 (50%) 1 (50%) 
    
 LTC:   
 Chronic pain alone 3 (75%) 1 (25%) 
 Two or more health conditions (inc. 
pain) 
8 (72.7%) 3 (27.3%) 
 Other alone (excl. pain) 7 (46.7%) 8 (53.3%) 
    
 Previous service use:   
 Previous psychological support 9 (56.3%) 7 (43.7%) 
 No previous psychological support 9 (64.3%) 5 (35.7%) 
    
 Meditation naive 14 (58.3%) 10 (41.7%) 
 Previous meditation experience 4 (66.7%) 2 (33.3%) 
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4.0 Discussion 
The importance of regular and sustained home practice has long been considered a 
fundamental component of MBIs (Creswell, 2017), and recently research has emerged 
which supports this assertion (Crane, Crane, Eames, & Fennell, 2014; Hawley et al., 2014; 
Parsons et al., 2017). However, adherence to current home practice recommendations is 
often sub-optimal (Lloyd, White, Eames, & Crane, 2017). Thus, the question of how to 
support home practice adherence has become more important. To date, this author knows 
of two recent studies which have sought to increase participant’s home practice during a 
MBI (Galla et al., 2016; Kraft et al., 2017). However, neither of these studies was carried 
out in a clinical population, or within the context of an 8-week course. As such, to the best 
of this author’s knowledge the current research trial is the first to examine whether a 
narrative health communication intervention embedded within an existing 8-week MBI 
could support participants adherence to home practice recommendations during the course, 
as well as sustain their practice in the months following the course.  
 
In the following section, the main findings of this trial will be discussed in relation to the 
three main research objectives. Inferences made from these findings will be considered in 
the context of the current literature, with implications for clinical practice and areas for 
future research emphasised. The perceived strengths and limitations of the current trial will 
also be highlighted, followed by a summary of the conclusions drawn.  
 
4.1 Research objective 1  
Did the narrative health communication intervention increase home practice self-efficacy 
and outcome expectations relative to control, and were these variables predictive of 
greater home practice during the course and at follow-up? 
 
Consistent with the theoretical model underpinning MABIL in the City, namely SCT 
(Bandura, 2004), it was expected that viewers would report greater levels of home practice 
self –efficacy and outcome expectations relative to control. However, no statistically 
significant differences in home practice self-efficacy and outcome expectations were 
observed between groups. In addition, consistent with theory & the extant literature 
(Westra, Dozois, & Marcus, 2007), it was expected that higher levels of home practice 
self-efficacy and outcome expectations would predict greater amounts of home practice 
during the course and at follow-up. Taking these in turn, home practice self-efficacy as 
measured during the course was found to significantly predict formal home practice, both 
in terms of average frequency and duration of practice. For example, higher levels of home 
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practice self-efficacy during the course was associated with greater adherence to formal 
home practice recommendations during the course. In addition, home practice self-efficacy 
was also found to significantly predict frequency of formal home practice three months 
following the course, with higher levels of home practice self-efficacy associated with 
greater frequency of home practice.  
 
Interestingly, higher levels of home practice self-efficacy did not predict greater frequency 
of informal home practice during the course, which was contradictory to expectations and 
the findings reported by (Snippe, Schroevers, Tovote, et al., 2015). This finding may 
indicate that informal home practice is subject to different influences in comparison to 
formal home practice, and so future research is needed to clarify what factors influence 
participant’s engagement with informal home practice (Parsons et al., 2017). That being 
said, this may also reflect the widely recognised issue with accurately measuring informal 
home practice in comparison to formal home practice (Crane et al., 2014). For instance, 
informal home practice involves bringing mindful awareness to routine everyday 
experiences which are less structured and not given a set length of time (Hawley et al., 
2014). While, MBI protocols encourage 5–15 min of informal practice, 6 days per week 
(Crane et al., 2017), the research to date has inclined to quantify informal home practice in 
terms of frequency across the entire intervention (Crane et al., 2014). Given the fact that 
informal home practice is less structured, and moments of informal home practice by their 
very nature may be fleeting, there is a risk that participants may struggle to recall 
accurately the frequency of their informal home practice, resulting in under-reporting. 
Significantly, despite assigning similar amounts of informal home practice and using 
identical methods for calculating informal home practice, the mean frequency of informal 
home practice reported in this trial (M = 28.87) is much lower than that reported in Crane 
et al., (2014) study (M = 80.44). Interestingly, in terms of formal home practice frequency, 
similar levels of formal home practice were reported in this trial (M = 3.41) and the study 
conducted by Crane et al., (M = 3.36). As such, it is unclear whether the results of the 
current trial are attributable to poor adherence to informal home practice recommendations, 
under-reporting, or issues with accurate measurement.   
 
With respect to outcome expectations, higher ratings during the course did not significantly 
predict greater adherence to formal home practice recommendations as expected. 
Similarly, higher ratings of outcome expectations did not significantly predict greater 
frequency of informal home practice during the course. Finally, higher ratings of outcome 
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expectation during the course were not predictive of frequency of formal home practice at 
follow-up. Overall, contrary to expectation, the direction of the relationship indicated that 
greater levels of outcome expectation during the course were associated with reduced 
frequency and duration of formal home practice during the course. In addition, greater 
levels of outcome expectation during the course were associated with reduced frequency of 
informal home practice. As such, these results do not support the previous findings of 
Snippe et al., (2015), which indicated that higher outcome expectations predicted increased 
homework compliance during MBCT. There are several possibilities for this finding.  
Firstly, Wyatt, Harper, & Weatherhead, (2014) found in their meta-synthesis of 15 
qualitative studies of MBIs that an unrealistically high outcome expectation was likely to 
lead to frustration and disappointment amongst participants with the intervention. 
Similarly, in an earlier study Mason & Hargreaves (2001) found that, compared to 
participants with highly optimistic or unrealistic expectations, participants with flexible 
expectations described fewer barriers and initial negative experiences with the 
intervention. Indeed, flexible expectations may lead to more positive experiences of the 
intervention because of its accordance with the non-judgemental, non-striving attitudes 
promoted by mindfulness. Given that many participants initially encounter difficulty with 
home practice (Hjeltnes, Binder, Moltu, & Dundas, 2015), it might be the case that people 
who hold highly optimistic expectations (i.e. that MBIs are a means to “solve” their 
suffering), disengage from the course when their expectations aren’t met early on (Allen, 
Bromley, Kuyken, & Sonnenberg, 2009). One manner in which participants may disengage 
is through reduced home practice. However, it is important to acknowledge that this view 
is speculative at present and contrary to the large body of evidence which purports the 
benefits of holding high outcome expectations (Snippe, Schroevers, Tovote, et al., 2015; 
Westra et al., 2007). As articulated by Hsu et al., (2014) outcome expectation are complex 
constructs that are influenced by many factors including an individual’s past and current 
experience of treatment. Accordingly, further research is needed to understand how 
outcome expectations affect home practice adherence during MBIs (Segal et al., 2002). To 
date, I know of only one study Snippe et al., (2015), which addressed this topic within the 
context of an MBI. As a result, it is not known whether the outcome expectations reported 
in this study were comparatively high compared to other studies. For instance, it might be 
that participant’s outcome expectations within Snippe et al., (2015) study were more 
‘flexible’ in comparison to participants outcome expectations reported in the current trial. 
Moreover, further quantitative and qualitative research is needed to understand the 
relationship between outcome expectations and home practice compliance in MBIs.  
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Secondly, one cannot rule out the possibility that outcome expectations may have been 
subject to social desirability bias in this study (Del Re, Flückiger, Goldberg, & Hoyt, 
2013). Specifically, the self-report measure of outcome expectations was completed within 
session and was collected by the principal investigator. As such, irrespective of home 
practice adherence, participants may have felt obliged to report that they held positive 
expectations in relation to outcome.  
Interestingly, neither home practice self-efficacy nor outcome expectation at baseline were 
statistically significantly predictive of formal and informal home practice during the 
course, which suggests that as both variables increased during the course they began to 
exert their influence on participant’s home practice. This is interesting for a number of 
reasons, firstly it supports the overarching research rationale that self-efficacy and outcome 
expectations are dynamic, and thus may be manipulated to produce positive effects 
(Constantino, Ametrano, & Greenberg, 2012; Schulte, 2008). Secondly, it confirms the 
assumption that home practice self-efficacy during the course is of significance to home 
practice adherence (see Figure 3). To the best of this author’s knowledge, this is the first 
study to explore the relationship between self-efficacy in relation to home practice during 
an MBI. The results of this study indicate preliminary support for the importance of self-
efficacy as it relates to home practice, with respect to outcome expectations the findings 
are less clear. The clinical implications of these findings will be discussed next. 
 
In addition to the literature advocating the importance of considering self-efficacy and 
outcome expectations at the beginning of psychosocial interventions (Conner & Norman, 
2005), this trial indicates that there is practical value in ongoing measurement of these 
variables. Significantly, information related to self-efficacy and outcome expectation 
during the intervention may allow clinicians to act accordingly. For instance, in the case of 
home practice self-efficacy, based on the findings here it appears that increasing home 
practice self-efficacy during the intervention may support home practice adherence 
(Constantino et al., 2012; Snippe, Schroevers, Tovote, et al., 2015). Conversely, in relation 
to outcome expectation, the findings suggest that moderating unrealistically high outcome 
expectations may support home practice adherence. While, further replication of these 
findings is warranted in order to draw firm conclusions, these findings are of clinical 
significance. Indeed, mindfulness practitioners are well aware of the balance between 
imparting hope amongst participants and espousing the attitudinal foundations of 
mindfulness (i.e. trust, patience, letting go, non-striving, non-judging, acceptance and 
beginners mind (Chaskalson, 2014).  
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4.2 Research objective 2 
Did the narrative health communication intervention increase participants adherence to 
home practice recommendations relative to control? 
 
Significantly, the intervention group, in comparison to the active control group did not 
engage in greater amounts of formal and informal home practice during the course or at 
follow-up. Therefore, the narrative health communication intervention failed to manipulate 
these variables as intended. Taking these findings in turn, the apparent ineffectiveness of 
MABIL in the City might be attributable to a number of factors related to the intervention 
itself, the design of the study, including how the intervention was implemented, and the 
population under investigation.  
 
In relation to the intervention itself, as described by Murphy et al., (2011) not all narrative 
based interventions are created equally. For instance, evidence from meta-analyses 
indicates common factors of effective narratives include the ability to engage viewers in 
the narrative, and facilitation of experiential processing – thinking in terms of emotions 
and personal experiences (Dillard & Hisler, 2015; Tukachinsky & Stokunaga, 2013). As 
such, despite a rigorous development stage and positive feedback from relevant patient 
groups, the design of the current trial does not allow one to assess whether the narrative 
health communication intervention implemented in this trial sufficiently facilitated 
narrative engagement or experiential processing. Similarly, as mentioned previously 
engaging narrative health communication interventions consists of three elements: interest, 
realism and identification (Miller-Day & Hecht, 2013). In relation to MABIL in the City, it 
is unknown whether participants deemed the plot sufficiently interesting or realistic? 
Similarly, participants may not have identified with the characters? As such, future 
research would benefit from using measures which capture viewer’s engagement, such as 
the narrative engagement scale (Busselle & Bilandzic, 2009). Similarly, while such 
methods were beyond the scope and objectives of this trial, future qualitative research may 
highlight important information related to the viewer’s experience of MABIL in the City. 
 
In relation to how the intervention was implemented, historically interventions of this type 
have been applied on a large scale over a prolonged period (Wang & Singhal, 2016). There 
are obvious advantages to such an approach including a broader reach and duration in 
which to observe beneficial effects (Tufte & Serveas, 2002). Furthermore, multiple 
episodes provide repeated and prolonged exposure to the characters and plots, which 
provides greater opportunity for persuasive effects (Fuyuan Shen, Sheer, & Li, 2015). In 
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comparison, MABIL in the City was relatively brief (i.e. comprising 3 episodes of 
approximately 6-8 minutes in length) and may not have provided viewers with sufficient 
opportunity for to engage with the persuasive message (Cacioppo & Petty, 1979). 
 
Moreover, a third of participants enrolled in the experimental group missed one or more 
episodes of MABIL in the City. Given that the intervention followed a traditional story arc 
(i.e. beginning, middle and end), participants may have missed important elements of the 
narrative, including salient messages pertaining to home practice. Similarly, in addition to 
the importance of narrative engagement and experiential processing, Larkey & Hecht 
(2010) propose that social proliferation is central to the effectiveness of narrative based 
interventions, especially within diverse populations.  Social proliferation refers to the 
discussion of narratives amongst peers, which is thought to deepen the experience of 
narrative engagement by providing a space where viewers can discuss the content of a 
narrative (characters, plot and message) and elicit social support as required (Goddu et al., 
2015). As such, despite allocating time in session 2, 3 & 4 to discuss the intervention as a 
group, time constraints were such that participants may not have had adequate time to 
benefit from the salutary effects of social proliferation (Goddu et al., 2015). 
 
Finally, the nature of the population (i.e. clinical population with co-morbid health 
conditions) may have influenced participant’s engagement with the narrative health 
communication intervention. Specifically, a growing body of empirical research has 
confirmed an association between chronic pain and attention and memory difficulties 
(Moriarty et al., 2017). Similarly, individuals with depression and anxiety report similar 
impairments with attention and memory (Castaneda, Tuulio-Henriksson, Marttunen, 
Suvisaari, & Lönnqvist, 2008; Hammar, 2009). As such, given that a significant proportion 
of the trial population reported these difficulties, many participants may have struggled to 
attend to and retain the information conveyed. Furthermore, as indicated above, the 
duration between episodes coupled with the fact that a significant proportion of 
participants missed episodes may have led to difficulty with engaging in the narrative over 
the three episodes. Similarly, the composition of the trial population (i.e. approximately 
equal number of male and female participants) may have influenced the findings. For 
example, Shen et al., (2015) highlight research which indicates that the persuasive effects 
of narratives tend to be more pronounced in females compared to males. Moreover, 
females appear to relate better to emotionally charged messages than men (van Laer, de 
Ruyter, Visconti, & Wetzels, 2014). 
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Although narrative health communication interventions are considered particularly useful 
within healthcare contexts because of their ability to reach broad populations (Miller-Day 
& Hecht, 2013) and render complex information comprehensible (Hopfer & Clippard, 
2011), it is important to acknowledge that these interventions are often time consuming to 
develop and costly implement (Usdeen, 2009). As such, given the apparent ineffectiveness 
of MABIL in the City, coupled with the fact that there are many established means of 
influencing behaviour (Michie et al., 2011), it may be warranted to consider viable 
alternatives to support home practice adherence during MBIs. For instance, the action 
planning (Galla et al., 2016) and text feedback interventions (Kraft et al., 2017) described 
earlier appear promising, cost-effective alternatives for supporting home practice 
adherence during MBIs. Indeed, in the case of the latter study, harnessing technology to 
support adherence is increasingly considered an effective and minimally resource intensive 
approach (Schueller, Muñoz, & Mohr, 2013) though further research is needed to replicate 
these findings and confirm whether these approaches are effective within different 
populations.  
 
Finally, in relation to utilizing narrative health communication interventions in the context 
of MBIs, it would be helpful for clinicians and researchers to consider alternative methods 
of implementation. For instance, to ensure participants have ample opportunity to engage 
with the narrative it might be useful to make the intervention accessible online. As a result, 
participants could access MABIL in the City at a time of their choosing. In addition, it 
would be useful to consider increasing participant’s opportunities to discuss their 
experience and subsequent responses to viewing the intervention amongst fellow 
participants. As such, despite these findings, it is promising to note increased interest in 
supporting home practice during MBIs (Galla et al., 2016; Kraft et al., 2017).  Taken 
together, these trials represent an important research trajectory and one that is likely to be 
welcomed by practitioners of MBIs.  
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4.3 Research objective 3  
Did greater adherence to home practice lead to greater improvements in psychological 
outcomes (i.e. depression, anxiety and mindfulness) at course completion, and 3-months 
following the course? 
 
Finally, with respect to the relationship between home practice and outcome, the results of 
this trial are mixed. Contrary to expectation, participants who reported greater engagement 
with home practice during the course did not demonstrate statistically significant 
improvements in depression, anxiety or mindfulness ratings compared to participants who 
practiced less frequently. However, participants who reported engaging more frequently 
with home practice 3-months following the course demonstrated statistically significant 
improvements, albeit with wide confidence intervals, in depression & anxiety ratings, but 
not mindfulness, compared to participants who practiced less frequently. Next, these 
results will be discussed with reference to the extant literature.  
  
While evidence supporting the efficacy of MBIs continues to accumulate, interest has 
begun to shift to identifying the mechanisms by which they lead to symptom improvement 
(Carmody & Baer, 2008; Del Re et al., 2013; Hawley et al., 2014; Williams et al., 2014). 
In general, it is widely accepted that regular and sustained mindfulness meditation practice 
is fundamental to the acquisition of enhanced mindfulness skills (Bergomi, Tschacher, & 
Kupper, 2015; Carlson & Garland, 2005; Ong & Sholtes, 2010), which in turn leads to 
improvements in depression, anxiety and stress (Alsubaie et al., 2017; Kuyken et al., 2010; 
Serpa, Taylor, & Tillisch, 2014; Splevins, Smith, & Simpson, 2009).  
 
More recently, Parsons et al., (2017) in a meta-analysis of 48 studies, found support for an 
association between home practice and outcome, however the observed effect was 
considered small, and only related to formal home practice (informal home practice was 
excluded). Furthermore, as highlighted by Lloyd et al., (2017) the outcomes reported 
varied significantly. For instance, while the majority of studies reported psychological 
outcomes (e.g. depression, anxiety & mindfulness) a substantial proportion of the included 
trials reported physical (e.g. blood pressure & sleep) and mixed outcomes (quality of life). 
Furthermore, only trials which adhered to the standard MBSR/MBCT curriculum were 
included, as such derivatives or adapted versions of these interventions, which 
incorporated reduced home practice recommendations, were excluded from their analysis. 
While other researchers have supported the association between reduced home practice 
recommendations and treatment outcomes (Forbes, Gutierrez, & Johnson, 2018; 
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Rosenzweig et al., 2010), there remains a lack of clarity between what is recommended 
and what is known empirically regarding the effects of home-practice (Epstein et al., 2016; 
Lloyd et al., 2017). 
 
Thus, the lack of an association between home practice and outcome in the current trial 
may be related to several factors. Firstly, the mean duration of home practice (12 minutes 
per day) in the current trial was relatively low compared to similar studies (21 minutes; 29 
minutes per day respectively) which reported positive associations between home practice 
and outcome (Crane et al., 2014; Parsons et al., 2017). Secondly, compliance with the 
recommended amount of home practice in the current trial (50%) is comparatively lower 
than the pooled estimate (64%) reported in Parsons et al., 2017 meta-analysis. As such, the 
average duration and frequency of home practice reported may have been too low to 
meaningfully effect depression, anxiety and mindfulness ratings during the 8-weeks. 
Consequently, it is not possible to rule out that the reported improvements in these 
outcomes may have been attributable to non-specific factors, such as psychoeducation and 
group support (van der Velden et al., 2015). 
 
In addition, the measure used in this study to assess mindfulness has received recent 
criticism (Hill & Labbe, 2014). Despite being the most common measure of mindfulness 
(Manuel et al., 2017), the FFMQ (Baer, 2006) and its short-form version the FFMQ-SF 
(Bohlmeijer et al., 2011) has not consistently shown a relationship between mindfulness 
scores and greater home practice (Bowen & Enkema, 2014; Falkenström, 2010). In 
addition, Bowen & Enkema (2014) assert that the relationship between mindfulness and 
outcome variables can differ between clinical and non-clinical populations. As such, the 
nature of the trial population (e.g. a clinical population of ethnically diverse individuals 
with no previous meditation experience) may have impacted the current findings. 
Commenting on these studies, Manuel et al., (2017) suggest these results may reflect the 
possibility that mindfulness may not increase with greater adherence to home practice. 
However, it is also possible that the self-report methods used to measure both mindfulness 
and home practice are not accurately capturing these constructs (Lloyd et al., 2017). 
Finally, similar to (Crane et al., 2014) this study adopted a conservative approach to 
missing home practice data. For instance, where participants failed to submit home practice 
logs it was assumed that no practice had occurred, which may have resulted in 
underreporting of home practice.  
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4.4 Future research 
The findings of this trial hold significance for future clinical practice as well as empirical 
investigation. Firstly, consistent with previous research (Carlson & Garland, 2005), the 
finding which indicates that individuals who continued to practice regularly at follow-up 
(e.g.  3 days) demonstrated statistically significant improvements in depression and 
anxiety, with medium to large effect sizes respectively, compared to participants who 
reported practicing less frequently is particularly important given that the majority of 
research to date has failed to measure home practice beyond the 8-week course. As such, 
this finding supports the proposed psychological benefits of regular and sustained 
mindfulness practice.  
 
Despite, the lack of evidence in this trial supporting the association between home practice 
adherence during the 8-weeks and outcome, it is worth bearing in mind that this is a 
relatively new area of research and the evidence to date largely supports the proposed link 
(Parsons et al., 2017; Crane et al., 2014). Therefore, it is imperative that future research 
routinely investigates whether greater adherence to home-practice recommendations 
increases levels of mindfulness. Future research, should consider designs, such as 
component analysis, which allow insight into the specific mechanism of action underlying 
interventions (Manuel et al., 2017). For instance, by randomly allocating participants to 
either a standard MBI which includes home practice or an active control that is structurally 
equivalent and similar across all conditions, but which does not contain home practice 
recommendations would provide further insight into the proposed mechanism of action 
underlying MBIs (MacCoon et al., 2012; Siddaway & Wood, 2013). Similarly, clinical 
practice would benefit from future research which explores the optimum dose of home 
practice needed to meaningfully affect outcomes. For instance, future controlled trials 
could compare MBIs which are structurally equivalent but recommend varying levels of 
home practice (e.g. 45 mins, 6 days a week vs 20 mins, 6 days a week). Such research 
would provide clinicians with valuable information and go a long way to answering the 
question to what extent is home practice a ‘sine qua non’ of MBIs? (Ribeiro, Atchley, & 
Oken, 2018).  
 
Likewise, future research should consider alternative means of measuring home practice 
and mindfulness (Wahbeh, Lu, & Oken, 2011). In relation to the latter, (Bergomi, 
Tschacher, & Kupper, 2013; Bergomi et al., 2015) suggest that CHIME (Comprehensive 
Inventory of Mindfulness Experiences) represents a valid alternative to established 
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mindfulness questionnaires, such as the FFMQ-SF (Bohlmeijer et al., 2011). Furthermore, 
consistent use of standard home practice reporting forms would be helpful to ensure 
consistency in reporting across research trials. Indeed, Lloyd et al., (2017) suggest that 
smartphone applications, text message reminders, and online resources, may support 
participants home practice. In addition, this would provide researchers with a means to 
assess the frequency and timing of practice recording more accurately. Additionally, the 
current trial did not measure the quality of home practice, which may be an important 
factor influencing outcome (Del Re et al., 2013). Future research would benefit from 
including the Practice Quality-Mindfulness Questionnaire (PQ-M; Del Re et al., 2013). 
Finally, Lloyd et al., (2017) highlight a number of other factors which may influence home 
practice engagement and subsequent outcome, including teacher competence and the 
resources and guidance provided.  
 
Indeed, as research into MBIs continues to expand – there is a need increase our 
understanding of how & for whom do MBIs work (van der Velden et al., 2015). From this 
perspective, the current trial is a timely addition to an emerging research trajectory within 
the literature. Despite failing to increase participant’s engagement with the home practice 
element of the course in comparison to control, this research adds to recent attempts to 
support mindfulness mediation practice during MBIs (Galla et al., 2016; Kraft et al., 2017). 
As such, the findings presented here add to our understanding of what methods may be 
used to support home practice adherence during MBIs. 
 
Likewise, the effects of MBIs are not yet fully investigated across diverse settings, 
populations, and clinical issues (Woidneck, Pratt, Gundy, Nelson, & Twohig, 2012). There 
is little doubt that it would be extremely useful to conduct trials of MBIs with a focus on 
the efficacy of the intervention in diverse populations – given that most research to date 
has tended to include subjects that are Caucasian. Indeed, recent MBI literature is replete 
with recommendations to conduct trials with more diverse populations (Birtwell, 2018; 
O’Reilly, Cook, Spruijt-Metz, & Black, 2014; Ribeiro et al., 2018). Specifically, authors 
have called for prospective trials to be more representative of males and different ethnic 
backgrounds (Bodenlos, Strang, Gray-Bauer, Faherty, & Ashdown, 2017; Proulx et al., 
2018). In a recent systematic review which addressed the topic of gender disparity in MBI 
research trials, the authors found that male participants accounted for less than 29% of the 
total sample of included trials (Bodenlos et al., 2017). As a result, the authors warn that 
because females were so greatly over-represented in these studies, there was a real risk that 
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these studies were documenting the effectiveness of MBIs for females only. This is 
important because recent research by Rojiani, Santoyo, Rahrig, Roth, & Britton, (2017), 
indicated that female participants, relative to males, reported greater improvements 
following a 12-week mindfulness intervention, despite reporting less time meditating. The 
authors hypothesised that these differences were attributable to gender-specific differences 
in emotional regulation. Moreover, recent neuroscientific research, indicates differential 
effects of meditation in male and female brains (Luders, Thompson, & Kurth, 2015). 
Taken together, this literature highlights the need to conduct research which is 
representative of the population it serves (Mak, Law, Alvidrez, & Pérez-Stable, 2007).  
 
Against this backdrop, the current sample may be viewed as somewhat unique, in that 
males and different ethnic backgrounds were well represented. This is important because 
the location in which the trial was conducted, Westminster, is one of the most diverse areas 
in the United Kingdom (Westminster City Council, 2017). In addition, it is important to 
acknowledge that this trial included a clinical population as evidenced by mean depression 
and anxiety scores at enrolment, both of which were in the clinical range. As such, the 
sample under study may be considered appropriately representative and thus empirically 
and clinically valuable. Furthermore, the findings of the supplementary analyses which 
indicated no statistically significant differences between male and females in relation to 
home practice frequency and duration is novel and important addition to our understanding 
of home practice engagement during MBIs. Next the key strengths and limitations of the 
study will be discussed in detail.   
 
4.5 Strengths  
As is the case with most psychosocial interventions it was virtually impossible to construct 
and apply a double blinded study here, mainly because the facilitator was responsible for 
implementing the narrative health communication intervention. However, a particular 
strength of the current trial is that it utilised a single blinded randomised controlled design. 
As such, participants were unaware of their group allocation (i.e. experimental or control). 
As articulated by Schulz & Grimes (2002) if participants are not blinded, knowledge of 
group assignment may affect their behaviour in the trial and their responses to subjective 
outcome measures (Karanicolas, Farrokhyar, & Bhandari, 2010). In addition, participants 
who are aware that they are not receiving the active treatment may be less likely to comply 
with the trial protocol and may be more likely to leave the trial without providing outcome 
data. Although it is possible that participants may have uncovered their group allocation 
during the intervention period, the design of this study was such that bias was reduced. 
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Similarly, randomisation was carried out by an independent researcher external to the 
study, therefore minimising selection bias and the potential confounding factors that plague 
many studies within the field of MBIs (Goldberg et al., 2017).  
 
A further strength of this trial is the use of a structurally equivalent control group. As 
recommended by (MacCoon et al., 2012; MacCoon, MacLean, Davidson, Saron, & Lutz, 
2014) well designed RCTs within the field of MBIs should include control groups which 
elicit positive expectations of benefit for both the facilitator and participant. If the arms of 
a trial are unequal, research indicates that differences observed may be a result of structural 
non-equivalencies rather than the mechanism of interest (Baskin, Tierney, Minami, & 
Wampold, 2003). For instance, participants in the active control group received the same 
intervention as the experimental group with the exception of the inclusion of the narrative 
health communication intervention in the experimental group. Indeed, structural variables 
such as number and duration of sessions, program materials, class size, therapist training 
and qualifications, and the ability of participants to discuss their particular problems were 
comparable between groups; as such both the facilitator and participant could expect that 
participation would be beneficial irrespective of group allocation (Britton et al., 2018). 
Furthermore, to address issues related to implementation and to support replication of 
research, Van Dam et al., (2018) have recently recommended that trials of MBIs publish a 
CONSORT checklist (see Appendix 20). As a consequence, this study has included a 
CONSORT checklist in (Appendix 21).  As such, this trial can be considered transparent in 
that the protocol used, the resources given, the methods used to calculate, and capture 
outcomes are readily available. Similarly, the intervention implemented can be accessed 
online. Thus, this trial can be easily replicated and subjected to further research as 
necessary.  
 
Finally, as mentioned previously the fact that the trial population was ethnically diverse 
and contained an equal representation of male and females, is a major strength of this trial, 
particularly given the paucity of evidence within the literature pertaining to these groups 
(Goldberg, Del Re, Hoyt, & Davis, 2014). As referred to above, to date the vast majority of 
MBI research has been conducted within female populations, from white backgrounds, 
which limits the generalizability of the results. As such, the findings of this trial add to our 
clinical and empirical understanding of how men and different ethnic groups respond to 
MBI.  
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4.6 Limitations 
As well as highlighting strengths of this trial, it is useful to consider limitations in light of 
this study’s findings, since in the first instance they might assist in the interpretation of 
findings in regard to validity and reliability. Secondly, they may prove useful indicators for 
future research. In relation to the former, as indicated by the relatively wide confidence 
intervals in the analysis of differences between groups, it is likely that the current sample 
size was insufficiently powered to detect small, but potentially meaningful effects. There 
are a number of reasons contributing to the sample size of the current trial. Firstly, initial 
power analyses were calculated based on observing effects for the larger evaluation of the 
MABIL course (i.e. does the 8-week MABIL course lead to improvements in 
psychological outcomes; see bridging chapter). Secondly, significant practical constraints 
such as, size of location, limited the number of participants permitted per group. Similarly, 
given the significant time commitment required on behalf of the facilitator and principal 
investigator it was not possible to extend the length of the trial.  As such, replication of this 
trial using a larger sample size is required in order to draw firm conclusions.  
 
Furthermore, while this study excluded anyone receiving concurrent psychological 
treatment, including another MBI, it is not known whether participants were receiving 
psychopharmacological treatment at baseline. Therefore, it was unclear how many of the 
participants were receiving a psychopharmacological treatment at the time of entering the 
study, and where this was not the case, whether their status changed during the course of 
the intervention. As indicated by Klainin-Yobas, Cho, & Creedy, (2012) very few trials of 
MBIs control for this potential confounding factor. Given that this trial included a clinical 
sample, it is likely that some participants were receiving concomitant 
psychopharmacological treatment and therefore any future replication of this trial should 
include a more comprehensive understanding of the clinical characteristics of the sample.  
 
Likewise, as mentioned previously, how participants recorded and subsequently reported 
their home practice may have been subject to bias. Indeed, given the conservative approach 
to missing data (i.e. it was assumed no practice had been completed) it is possible that 
participants underreported their home practice. Conversely, participants of MBIs may have 
a tendency to overestimate their home practice when using self-report measures compared 
to objective measures (Ribeiro et al., 2018; Wahbeh et al., 2011). For instance, social 
desirability bias has been described as the difference between an individual’s own 
perspective and that person’s perception of what might be expected (Chung & Monroe, 
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2003). As a result, participants in this trial may have reported levels of home practice that 
were expected of them, rather than what they truly engaged in.  
 
In relation to the measures used in this study as mentioned previously neither self-efficacy 
nor outcome expectations were measured using validated questionnaires which is a factor 
that affects the generalisability of the present findings. Likewise, as eluded to previously 
the measure of mindfulness used in this study may not accurately capture the construct of 
mindfulness (Bergomi et al., 2013; Goldberg et al., 2014). This reflects a larger debate 
within MBIs about how to define, operationalise and measure mindfulness (Chiesa, 
Serretti, & Christian, 2013; Grossman & Van Dam, 2011; Van Dam et al., 2018). Indeed, 
Manuel et al., (2017) have expressed concern over the fact that self-report mindfulness 
questionnaires have not always correlated with actual mindfulness meditation practice 
(Manuel et al., 2017). Future research would be apt to consider the selection of alternative 
measures of mindfulness (Van Dam et al., 2018), such as the CHIME (Bergomi et al., 
2015).  
 
4.7 Conclusions  
Though novel methods to support home practice are warranted, based on the evidence 
presented here, there is little support for the effectiveness of MABIL in the City. Indeed, 
relative to control, the narrative health communication intervention failed to manipulate 
home practice self-efficacy and outcomes expectation as intended. Significantly, the 
finding which indicates that home practice self-efficacy is predictive of increased 
adherence to formal, but not informal home practice recommendations is clinically 
relevant. For instance, ongoing measurement of home practice self-efficacy during MBIs 
may provide practitioners with useful information, as well as the opportunity to address 
barriers to home practice with participants reporting below average home practice self-
efficacy. Similarly, practitioners and researchers may choose to develop interventions to 
increase participants home practice self-efficacy and thus increase their adherence to home 
practice recommendations (Snippe, Schroevers, Tovote, et al., 2015). Thus further 
investigation of home practice self-efficacy is warranted. 
 
Overall, the finding which indicated that greater adherence to home practice didn’t lead to 
greater improvements in depression, anxiety and mindfulness during the course is 
important. While the literature, generally indicates a positive relationship between home 
practice adherence and outcome, these findings add to a number of studies which have 
reported a lack of an association (Vettese, Toneatto, Stea, Nguyen, & Wang, 2009). 
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Notably, the finding which indicated that participants who practiced more regularly three 
months following the course had greater improvements in depression and anxiety 
compared to participants who practiced less frequently is an important finding which 
provides tentative justification for the value of ongoing mindfulness practice – however 
these finding should be interpreted in light of methodological limitations described 
previously. 
 
Finally, van Dam et al., (2018) asserts that if research of MBIs is to move beyond ‘more of 
the same’, studies which explore the specific mechanisms of action (i.e. home practice) in 
MBIs will be crucial (Gu et al., 2015; Dimidjian & Segal, 2015). Overall, by adopting a 
novel approach to supporting home practice during a MBI, this trial represents a step in the 
right direction and is therefore a welcome addition to an emerging and important research 
trajectory.  
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We would like to invite you to take part in a study. Before you decide whether to take part, 
we would like you to understand why the study is being done and what this might involve. 
 
Why have I been invited? 
This course is open to adult patients of Imperial College Healthcare NHS Trust with long-
term health conditions. You have been invited because you have expressed an interest in 
attending the Mindfulness and Acceptance Based Intervention for Long-term conditions 
(MABIL) delivered at St Mary’s Hospital, London. Everyone taking part in the course will 
be invited to take part in this study.  
 
The course: Mindfulness and Acceptance Based Intervention for Long-terms 
conditions (MABIL) 
The MABIL course consists of eight weekly two hour sessions. The course will use guided 
meditation and teaching which invites you to experience your body sensations differently 
and to change how you relate to the difficulty of pain, illness and stress. In addition to the 
weekly classes, you will be invited to engage in home practice for approximately 30 
minutes on six of the seven days between group sessions. There will be a maximum of 20 
participants in your group. The course will be taught by Agnes Kocsis, Head of clinical 
health psychology, St Mary’s Hospital.  
 
What is the purpose of the study? 
We have developed two versions of the MABIL course; we are interested in knowing 
which version of the MABIL course is most helpful for people with long-term health 
conditions. To do this we will compare both versions of the MABIL course. The courses 
will be delivered by the same facilitator and follow the same 8-week format as described 
above. Currently we do not know which version of the course will be most effective, 
however we have reason to belive that both versions would benefit you. At this point, it is 
not possible to inform you of the difference between each version, as this would 
compromise the studies findings. At the end of the study we will inform you of the version 
of the group you received and the results of the study.  
 
Who is organising the study?  
This study is being conducted by Darragh O’Shea, as part of the University of the West of 
England Doctor of Health Psychology Training. It is being supervised by Dr. Rachel 
Gillibrand and Julian Bath at The Department of Applied Psychology, University of the 
West of England.  
 
What happens if I choose not to take part in the study?  
Partcipating is entirely your decision. If you choose not to participate you will receive 
exactly the same treatment as the rest of the group.  We will ask you to fill in the same 
questionnaires as the rest of the group; the only difference is we will not include any of 
the data from your questionnaires or handbooks in our study.  
 
What happens if I choose to take part in the study?  
If you chose to take part in the study, you will be asked to sign a consent form. Next you 
will then be allocated to one of the the MABIL courses at random. Once allocated to a 
group, Darragh will notify you of the start time.   
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What is required of me during the study? 
At the first, fourth and eight session of the group you will be asked to complete 
questionnaires. One month following the study we will ask you to complete the same 
questionnaires. These questionnaires take approximately 10 minutes to 15 minutes to 
complete. Additionally, each week you will be invited by your mindfulness teacher to 
make a note of your home practice in the handbooks provided. As such, it is important 
that you bring the handbook provided to each session. Following completion of the 
course we will ask you to complete a short feedback form. 
 
Anything else I need to know? 
It’s important that we ensure the group is being conducted to the best of our abilities, it’s 
important that your facilitator gets feedback and supervision on their work. As such, we 
would like to audio-record sessions of the group that you are participating in. Recordings 
will be uploaded onto a secure hospital server and destroyed not more than 6 weeks after 
use. For training purposes we would like to use extracts of the recordings. Our intention is 
to only use extracts of the facilitator's input, however if your voice is recorded on one of 
the extracts we will ask you for your permission before using for training purposes. If you 
do not wish to give consent, we will erase the extract.  
 
What will happen if I want to withdraw from the study?  
You are free to withdraw at any time, without giving a reason and your data will be 
removed from the final analysis.  
 
What if I have questions or concerns? 
If you have a concern about any aspect of the study, you should speak to Darragh O’Shea 
who will do his best to answer your questions. Darragh O’Shea can be reached via 
telephone  on (0203 3121658) or in writing (Darragh O’Shea, Health Psychologist in-
treaining, Clinical Health Psychology Dept, St Mary’s Hospital, Paddington, London, W2 
1NY). 
 
Will my taking part in this study be kept confidential? 
As a rule we will contact your hospital consultant and/or GP to notify them of your 
participation. All information which is collected during the course of the study will be kept 
strictly confidential. This data will only be accessed by your mindfulness facilitator as part 
of your usual care and by Darragh O’Shea (Chief investigator). The data reported and 
presented to others, including the chief investigators supervisors, will be anonymised so 
no-one can identify you or link you to your responses. It is important to note that on rare 
occasions confidentiality may be broken. For instance confidentiality does not apply when 
disclosure is necessary to prevent serious, foreseeable, and imminent harm to you a group 
participant or another person. In all instances, we will endeavor to disclose the least 
amount of confidential information necessary to achieve the desired purpose; only 
information that is directly relevant to the purpose for which the disclosure is made will be 
revealed. 
 
What will happen to the results of the study? 
All data collected will be stored securely on a NHS password protected computer for a 
period of five years before being destroyed resposibly. The results of the study will be 
written up as part of an academic project and submitted as part of the University of the 
West of England Doctorate of Health Psychology training course requirements. It may also 
be published in an academic journal. You will not be identified in any report or publication 
arisng from this study. 
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If you have a complaint 
If at any time you wish to make a complaint about any aspect of the study, please contact: 
Dr Rachel Gillibrand (Director of Studies), Department of Psychology, University of the 
West of ENLGAND, Bristol, Frenchay Campus, Coldharbour Lane, Bristol, BS16 1QY. 
Tel: +44 (0) 117328 3385.  
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Title of study: Investigating the effects of a Mindfulness and acceptance based intervention 
for long-term conditions (MABIL). 
Chief investigator: Darragh O’Shea 
Please place a tick in the box if you agree with the statements below 
 
Yes No 
1. I confirm that I have read and understood the information sheet for the 
above study. I have had the opportunity to consider the information, 
ask questions and have had these answered satisfactorily. 
 
  
2. I understand that my participation in the study is voluntary and that I 
am free to withdraw at any time without giving any reason, and 
without my treatment or legal rights being affected. I understand that I 
can participate in the group regardless of my participation in this study. 
 
  
3. I understand that relevant data collected during the study will be 
anonymised  and shared with supervisors from the Department of 
Psychology at the University of the West of England. I understand that 
this data will not identify me. 
 
  
4. I understand that information related to the study will be stored 
securely on a NHS computer located in the department of clinical 
health psychology for a period of five years following the study, at 
which point it will be destroyed responsibly. 
 
  
5. I understand the procedure for raising concerns and formal complaints. 
 
  
6. On completion of the study, I would like to receive information about 
the findings.  
How would you like to receive information; please circle your 
preference: via post, email or attend a feedback session in person.  
 
  
7. I understand that the findings of this study will form part of an 
academic project for the University of the West of England Professional 
Doctorate in Health Psychology training course, and may be published. 
I understand that I will not be identified as an individual in any 
publication. 
 
  
8. I agree for comments that I provide anonymously on feedback forms to 
be used in the study and any publications that may arise from it. 
 
  
9.  I understand that my GP/and or consultant will be notified of my 
participation in the group. 
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Consent to use audio-recorded group sessions 
 
 
Name of participant ______________ Date _________Signature 
______________ 
 
 
Person taking consent_____________ Date _______ Signature 
________________ 
 
  
10. I confirm that I have read and understood the information above. I 
have had the opportunity to consider the information, ask questions 
and have had these answered satisfactorily. 
 
  
11. I agree to take part in the above study.  
 
  
Please place a tick in the box if you agree with the statements below 
 
Yes No 
1. I confirm that I have read and understood the information sheet. I have 
had the opportunity to consider the information, ask questions and 
have had these answered satisfactorily. 
 
  
2. I agree to the audio-recording of sessions for the purpose of 
supervision. 
 
  
3. I agree to the audio-recording of sessions for the purpose of training. 
 
  
 194 
 
Appendix 3: Internal website email. Version 2: 01/06/16 
  
 195 
 
The department of clinical health psychology, St Mary’s Hospital, is offering two 
mindfulness and acceptance-based courses for patients, over the age of 18, living with a 
long-term health condition(s). The course is free of charge and is part of a research study 
offered exclusively to patients of Imperial College Healthcare NHS Trust. 
The course consists of 8 weekly two-hour sessions. Each session will use guided 
meditation and teaching to help people who are struggling with the impact of a health 
condition on life.  
If you would like to refer a patient, please contact Darragh O’Shea for more information 
using the details below.  
Darragh O’Shea, Department of clinical health psychology, Clarence wing, St Mary’s 
Hospital, Paddington, London, W2 1NY. 
Email: darragh.oshea@nhs.net                                                
Phone: 0203 3121658 
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MINDFULNESS AND ACCEPTANCE FOR LONG-TERM 
CONDITIONS COURSE 
(Day) for 8 consecutive weeks, starting (Date) 2016, Venue:  
The department of clinical health psychology, St Mary’s Hospital, London is 
offering a mindfulness and acceptance-based intervention for people living 
with a long-term health condition. This free of charge course, is part of a 
research study offered to patients of Imperial College Healthcare NHS Trust, 
over the age of 18. 
The group-based course aims to help people who are struggling with the 
impact of a health problem on life: perhaps the pain and distress – emotional 
and physical – or adapting to limitations or changes to your lifestyle. 
The course will use guided meditation and teaching which invites you to 
experience your body sensations differently and to change how you relate to 
the difficulty of pain, illness and stress. Each session runs for 2 hours and we 
will include resources to help you practice at home. If you are interested in 
participating, please contact Darragh O’Shea for more information using the 
details below.  
Contact: Darragh O’Shea, Department of clinical health psychology, 
Clarence wing, St Mary’s Hospital, Paddington, London, W2 1NY. 
Email: darragh.oshea@nhs.net                                                
Phone: 0203 3121658 
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      REFERRAL TO CLINICAL HEALTH 
PSYCHOLOGY 
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Q. What are your reasons for doing the course? (explore medical issues too) 
 
 
 
 
 
Q. Have you any previous experience of meditation or formal mindfulness training? 
 
 
 
 
Q. Are you currently receiving or participating in any psychological intervention? 
 
 
 
 
 
Q. Any history of mental health difficulties (e.g. anxiety, depression)  
 
 
 
 
 
Q. How much do you know about the course (provide info: particularly relating to home 
practice!) 
 
 
 
 
 
Q. How do they feel about being in a group? (Screen for social anxiety – if so, consider 
offering 1:1)  
 
 
 
 
 
Q. Nature of the course may mean the appearance of intense experiences – who can you 
turn to (personal, professional, social) for support if you need it? 
 
 
 
 
 
Q Is now the right time for you (in terms of available time to attend and commit to home 
practice). Look out for potentially destabilising life events (e.g. relationship breakdown, 
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change in medications, changing job/house). Highlight these events may lead to 
desperation to take the course but may make learning and changing attitudes too 
challenging. 
 
 
 
 
 
 
Make sure you’ve described the following info… 
 
 
Describe the Course  
What mindfulness is  
The course will be inviting a different way of relating to experience  
Not a therapy group – no space to reflect on the ‘why’ of your experience.  
  
 
Content of the course  
Importance of commitment to home practice (normalise common reactions to it)  
Highlight use of the body scan (if it’s emerged that the person may have issues 
relating to their body)  
 
 
 
Challenges of the course  
Turning towards/increased awareness/being with. Balance with the potential 
benefits of bringing mindfulness into one’s life on a longer-term basis. 
 
Emphasise the importance of commitment to the process.  
Discuss how the person might cope with these challenges  
Highlight that the course can bring around significant life changes  
If person is a health professional encourage them to consider ‘who am I coming 
as?’ (professional role or for personal reasons) – highlight experiential nature of 
the course. 
 
 
 
Practical arrangements  
Class start and finish times  
Can person make all dates?  
Any special needs/ mobility issues?  
 
Contact details  
 
PHQ-9 SCORE: 
 
GAD-7 SCORE: 
 
 
 
 
 
 
 203 
 
Appendix 7: Consultant/Healthcare provider letter & Research trial information  
sheet (Version 1: 22/4/16 & Version 3: 21/5/2016)  
 204 
 
 
 
C L I N I C A L  H E A L T H  P S Y C H O L O G Y  
 
 
 
Dear Dr X, 
 
Re: X 
 
The aforementioned patient was referred to our study by X on the X. The patient was 
subsequently enrolled on our mindfulness and acceptance-based intervention for long-term 
conditions course. The course starting on the X and finishing on the X. This course aims to 
help people who are struggling with the impact of a health problem on life. The 
Mindfulness and Acceptance for Long-Term Conditions course will use meditation and 
teaching to help participants relate to their experience differently and to change how one 
relates to the difficulty of pain, illness and stress. The course will be facilitated by Agnes 
Kocsis (Head of Clinical Health Psychology at St Mary’s Hospital) and will include 
resources to help participants to practice at home. As part of the course, participants will be 
invited to engage in gentle mindful movements, if you foresee difficulty with this aspect of 
the course, or if you have any questions, please do not hesitate to contact me. 
Yours sincerely, 
Darragh O’Shea 
Health Psychologist In-Training 
Clinical Health Psychology 
Clarence Wing 
St Mary’s Hospital 
London W2 1NY 
Tel: 0203 312 1658 
 
 
 
Clarence Wing, St. Mary’s Hospital, Praed Street, London W2 1NY 
Tel: 0203 312 1658.   Fax: 0203 312 1263 
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The course: Mindfulness and Acceptance Based Intervention for Long-terms 
conditions (MABIL) 
The MABIL course consists of eight-weekly two hour sessions and is open to patients of 
Imperial College Healthcare NHS Trust with long-term health conditions. The course uses 
guided meditation and teaching which invites patients to experience body sensations 
differently and to change how patients relate to the difficulty of pain, illness and stress. As 
part of the course, participants will be invited to engage in home practice for 
approximately 40 minutes on six of the seven days between group sessions. There will be a 
maximum of 20 participants in the group. The course will be taught by Agnes Kocsis, 
Head of clinical health psychology, St Mary’s Hospital.  
 
What is the purpose of the study? 
We have developed two versions of the MABIL course; we have reason to belive that both 
versions will benefit patients. However, we are interested in knowing which version of the 
MABIL course is most helpful for people with long-term health conditions. To do this we 
will compare both versions of the MABIL course; patients will be randomised to one of 
two groups, taking place on the same day and delivered by the same facilitator. At this 
point we do not know which version of the course will be most effective.  
 
Who is organising study?  
This study is being conducted by Darragh O’Shea, as part of the University of the West of 
England Doctor of Health Psychology Training. It is being supervised by Dr. Rachel 
Gillibrand and Julian Bath at The Department of Applied Psychology, University of the 
West of England.  
 
Choosing to take part?  
Partcipating is entirely the patients decision. If patients choose not to participate they will 
receive exactly the same treatment as the rest of the group.  If patients chose to take part in 
the study, they will be asked to sign a consent form. Patients are free to withdraw at any 
time, without giving a reason and your data will be removed from the final analysis 
 
What is required of patients during the study? 
Patients will be asked to complete a set of questionnaires during the course and one month 
following the study. These questionnaires take approximately 10 minutes to 15 minutes to 
complete. Each week patients will be invited to document the frequency of their home 
practice in the handbooks provided, for the purpose of this study we will collect and 
analyse this information. 
 
How can patients access the MABIL course? 
As part of healthcare team you can directly refer patients to the course using the attached 
referral form. Please ensure you have discussed the referral with the patient and provided 
them with the patient information sheet before submitting the referral form. 
 
 
What if I have questions or concerns? 
 206 
 
If you have a concern about any aspect of the study and your patients participation, you 
should speak to Darragh O’Shea who will do his best to answer your questions. Darragh 
O’Shea can be reached via telephone on (0203 3121658), email (darragh.oshea@nhs.net) 
or in writing (Darragh O’Shea, Health Psychologist in-treaining, Clinical Health 
Psychology Dept, St Mary’s Hospital, Paddington, London, W21NY). 
 
What will happen to the results of the study? 
All data collected will be stored securely on a NHS password protected computer for a 
period of five years before being destroyed resposibly. The results of the study will be 
written up as part of an academic project and submitted as part of the University of the 
West of England Doctorate of Health Psychology training course requirements. It may also 
be published in an academic journal. Please contact Darragh O’Shea, using the details 
above, if you would like to receive a copy of the findings. 
 
If you have a complaint 
If at any time you wish to make a complaint about any aspect of the study, please contact: 
Dr Rachel Gillibrand (Director of Studies), Department of Psychology, University of the 
West of ENLGAND, Bristol, Frenchay Campus, Coldharbour Lane, Bristol, BS16 1QY. 
Tel: +44 (0) 117328 3385.  
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This course has been developed for people experiencing long-term health conditions. The 
course is delivered by two facilitators over 8 sessions and includes an accompanying handbook 
and CD’s. We know from experience that the success of the course depends on the level of 
commitment and engagement one is prepared to give. We ask that you commit to practicing 6 
days a week for eight weeks. At first, this might sound like a large undertaking; however, many 
people often report feeling that they have more time as a result of mindfulness meditation. It’s 
really important, while you are trying to establish meditation as a habit, to practice 
regularly.  We hope that you find the course and the accompanying handbook & audio 
practices useful and worthwhile. 
Important: This handbook contains a number of in session and outside of session 
practices, as such we encourage you to bring this handbook to each session and 
complete the outside of session practices each week. 
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Week 1 
 
Introductions: Understanding the approach  
Welcome and thank you for the commitment you have shown by coming here today.  Our 
aim over the next 8 weeks of the course is to introduce evidence-based approaches to mind & 
body that we hope will help.  
This week we will focus on: 
 What to expect? 
 Exploring your relationship to your health/self/body/others 
 Introducing a mindful approach 
 Outside of session practice: 
1. Mindful awareness of the breath 
2. Bringing Awareness to Routine Activities 
3. Inspiration as you start this journey  
 
Group Guidelines 
In trying to cultivate a supportive and safe environment for the group, we have listed a 
number of guidelines below which might be helpful: 
 Listening to all group members 
 Giving advice– this can sometimes be helpful, but more often it can be unhelpful. We ask you 
to notice the urge to give advice and sit with that urge for a moment. If it’s still important, 
perhaps consider the most appropriate way and time to share this with the group/person. 
 Being a source of support for other members 
 Keeping others’ personal stories confidential 
 Giving everyone time to speak 
 Trying to be punctual 
 Informing us about any problems you have with the group 
 Try to maintain attendance 
 Engaging with inside and out of session practices 
  We ask that you are attentive to yourself and your needs and are as open as you can manage 
just at this time.  And we are always open to you approaching us between classes by phone or 
email. 
 Active course – we encourage full participation (but we will leave this up to you). We know 
that the practicalities of coming to a group like this can be challenging. Fitting it within other 
responsibilities, managing how you feel physically and also emotionally. Furthermore, we 
appreciate that some people may have been apprehensive about coming to the group. 
Therefore, we thank you for the commitment you have shown by coming along. 
 
What has brought you here? 
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Our bodies can be a source of pleasure and pain.  We rely on our bodies in different ways and 
can take them for granted until there is pain or illness. All of you here have some sort of 
physical illness, but you are all different. Different physical problems, different experiences. 
Different lives. All having in common, that you too are experiencing something with your 
body that is having an effect on the rest of your life. Our hope for this course is to work 
together, to pool our knowledge and experiences, to cultivate an environment where everyone 
has something to teach and everyone has something to learn. 
 At the outset it’s interesting to ask the question: “What has brought me here today? What is 
the wish, the expectation, the feeling brings me here?  
 
EXERCISE 1.1: Hopes and wishes for the course 
During this week’s session you had the opportunity to discuss your reasons for attending the 
course. In pairs, you discussed your hopes and wishes. Take a moment now to note this 
below. You may find it helpful to return to this at some stage during the course? 
            
            
            
     
 
 
EXERCISE 1.2: Relationship with your health 
Instructions: 
You’ll see a number of illustrations below.  Each one shows someone and the relationship 
they have to their illness. In the first one the man is barely able to breathe – the illness has 
taken over his whole space. He can’t do anything and also he can’t get out of the room, 
because it’s blocking the door. In the second illustration, the man has a magnifying glass and 
he’s hunting round for clues about his illness, but he really can’t find or grasp it. And so on.   
Pick the illustration that you feel best represents how you are with your body or your illness at 
the moment.  If none of them are right, you could describe a picture or a scenario that would 
be a better fit.  
Discuss in pairs:  
 What picture best describes your experience of living with a long-term health condition? What 
was it about that picture – what hooked you in? How is that picture symbolic of your 
experience? 
 What did you notice? What thoughts and feelings came to you?  
 Has this picture always captured your experience? Or has there been a time when this picture 
wasn’t symbolic of your condition and its impact?  
 How would you like the picture to be different?  
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“Images used with permission of Janine Rumble”  
It’s worth acknowledging that each person on the course is different in how they experience 
their health, and what this means to them at this particular moment. However, it’s likely that 
there are some common themes also amongst the group – for instance it’s entirely human 
with illness to think things like “What caused this”? How long is it going to last? Will it get 
better? What am I supposed to do about it? Can I control it? Can the doctors control it?  
When searching for answers to these questions people often feel, overwhelmed, distressed, 
confused and frustrated; giving rise to urges to escape, change or avoid present moment 
experience.  
 
A brief history of mindfulness 
Mindfulness has its origins in ancient mediation practices. John Kabat-Zinn who founded the 
Stress Reduction Clinic at the University of Massachusetts Medical School in the late 1970’s 
thought of mindfulness as a way of making some of what is useful about meditation realistic 
and useful for us here in the West. He offers us this definition: “mindfulness means paying 
attention in a particular way, on purpose, in the present moment and non-judgementally”. 
When beginning to practice mindfulness we can often have a desire to learn more or to seek 
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out literature and advice form “those in the know”. We certainly don’t advise against this; 
however mindfulness is best understood through experience and practice.  
 
A brief look at the evidence for mindfulness practice 
Over the past twenty years there has been a large amount of research into mind-body 
approaches. Increasingly groups like this one have been found to benefit a wide range of 
people, including people experiencing long-term health conditions. Rather than eliminating 
the health concern, we will be working with how we relate to our health – I’m confident you 
will find this helpful – Let’s see how we go shall we? 
 
 
Outside of session practice 
 
A word on outside of session practice 
We recognise that it can appear difficult at first to set aside time to practice, but practice is 
what this is all about. The benefits associated with mindfulness come from regular and 
sustained practice. You don’t have to do them ‘perfectly’ or enjoy them for that matter, but 
you do have to do them. If you’re really struggling with the practice at any point, speak to your 
facilitator – it’s likely that they will have struggled with the practice at some point also. 
 
Audio practices 
We have provided you with two audio CDs which contain the practices for each week. These 
audio practices are also accessible online via the link below: 
https://www.dropbox.com/sh/eoiwer6i1wyrbgv/AABDJI1gDwbm25EgPD9jnr0pa?dl=0 
The audio practices can be streamed directly from the internet by pressing the play icon or 
downloaded in MP3 format to an iPod or Smart phone by clicking the download button in the 
top right-hand corner of the screen. When downloading the audio practices you will may be 
prompted to create an account, you may choose this option, or you may click on the option 
‘no thanks, continue to download’. Downloading the audio practices usually takes a matter of 
minutes. Please speak to your course facilitator if you cannot access the files for any reason. 
 
Mindful awareness of the breath 
Instructions: 
On 6 out of 7 days this week guide yourself through a 16-minute mindfulness of the breath 
practice, using the instructions on the audio (track 1)  
This guided meditation of the breath will help you learn to simply be and to look within 
yourself with gentle curiosity and non-judgement.  Allow yourself to switch from the usual 
mode of doing to a mode of non-doing.  
Record your practice each day by making a tick in the boxes below each time you practice 
mindfulness of the breath. 
Day 1:   Day 2:    Day 3:   
Day 4:   Day 5:    Day 6:   
 
Note: It helps to adopt an erect and dignified posture, with your head, neck, and back aligned 
vertically, bringing a sense of alert attention to our posture Practice on a chair or on the floor. 
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If you use a chair, choose one that has a straight back and allows your feet to be flat on the 
floor. If at all possible, sit away from the back of the chair so that your spine is self-
supporting. If this is not possible choose a sitting posture that suits you. The main thing is to 
find a posture that works for you. If you choose to sit on the floor, do so on a firm thick 
cushion (or a pillow folded over once or twice), which raises your buttocks off the floor 3 to 6 
inches 
The intention with this practice is to pay attention to the sensations of breath in the body in a 
kind and gentle manner. Simply noticing each time our attention wanders (and it will wander) 
and bring our attention back to sensations of the breath, noticing our inclination to judge our 
performance, i.e. “I’m not doing this right, this is pointless & I should be able to do this. 
Simply noting these thoughts and bringing our attention back to breath. Each time our 
attention wanders is an opportunity to practice mindfulness; and what we know that which we 
practice becomes stronger. 
 
Bringing Awareness to Routine Activities 
Identify a routine activity you do every day and resolve that this week you will bring to it, as 
best as you can, a fresh quality of deliberate and gentle moment-to-moment awareness. It’s 
best to stay with the same activity each day for the whole week. 
You could use one of these possibilities: Waking up in the morning, taking a shower, waiting 
for the bus, taking out the garbage, drying your body and so on… 
When you do it, try bringing your awareness to what you are doing: the body movements, the 
taste, the touch, the smell, the sight, the sound etc. For example, when you’re in the shower, 
notice the sounds of the water as it sprays out of the nozzle, and as it hits your body as it 
gurgles down the hole. Notice the temperature of the water, and the feel of it in your hair, and 
on your shoulders, and running down our legs. Noticing the smell of the soap and shampoo, 
and the feel of them against your skin. Notice the sight of the water droplets on the walls or 
shower screen, the water dripping down your body and the steam rising upwards. Noticing the 
movements of your arms as you wash or scrub or shampoo. When thoughts arise, 
acknowledge them, let them be, and bring your attention back to the shower. Again and again, 
your attention will wander. As soon as you realize this has happened, gently acknowledge it, 
noting what distracted you, and bringing your attention back to the shower. 
Everyday activity for Week 1:  
         
To keep track of this practice, every day, make a tick whenever you remember to be mindful 
of the activity: 
Day 1:     Day 2:     Day 3:    
Day 4:    Day 5:      Day 6:    
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At the end of the week:  Take a moment to reflect on any differences you noticed between 
the way you experienced your chosen activity this week and your normal experience: 
            
            
            
     
Make a note of any moments of quiet, stillness, focus, non-judgement, appreciation and 
awareness. 
            
            
            
            
   
 
 
At the beginning of the journey 
At the outset, it can be helpful to find inspiration? This can be something that is important to you or 
holds meaning: A sweet spot. Anything that serves you in times of need. Something you might call 
upon in times of difficulty. It might be something you do, perhaps a piece of music you listen to, an 
image of someone or something that you bring to mind, a place, or a piece of literature, common 
words or phrases you cite for encouragement in these moments. Whatever you choose, we invite you 
to make a note of it in the space below. As we embark on this journey together there may be times 
when you call upon this resource.  
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Outside of session practice log week 1 (collected at each session) 
 
 
Mindful awareness of the breath (16 minutes) 
 
Please place a tick each day you practice mindful awareness of the breath.   
Day 1:  (        minutes)     Day 2:  (        minutes) 
Day 3:  (        minutes)     Day 4: (        minutes) 
Day 5:   (        minutes)     Day 6: (        minutes) 
 
Bringing Awareness to Routine Activities 
 
Everyday activity for Week 1:  
        
To keep track of this practice, every day, make a tick whenever you remember to be mindful 
of the activity.  
 
Day 1:        Day 2:    
Day 3:        Day 4:    
Day 5:        Day 6:    
 
 
 
 
 
At the beginning of the journey 
 
Please place a tick in the space below if you chose or noted something that holds meaning 
for you – a Sweet spot.  
 
Sweet Spot:        
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Week 2 
 
Contacting the present moment – directing awareness to the body  
 
Welcome back, this week we will focus on: 
 Your experience with the practice so far 
 Exploring sensations in the body - coming back to the present moment. 
 Outside of session practice: 
1. Body Scan 
2. Routine activity 2 
At the outset, it’s common to have many questions regarding the practice. Below is a selection 
of common experiences past group members have mentioned. How do these relate to your 
own experience – ring any bells? 
“I’m too busy, I don’t have the time”.  
It can certainly feel like this sometimes. Finding time to meditate can often seem difficult with 
our modern lives. However, it only appears like we don’t have the time because we usually fill 
every moment with activity and never press the pause button. If you can’t find an 
uninterrupted space during the day, it’s best to do what you can. 
“I find it really uncomfortable to sit still for too long” 
Mindfulness is not about gritting your teeth or pushing through – this is certainly not the 
attitude that mindfulness invites. If you are trying to sit cross-legged on the floor then, it will 
most likely become uncomfortable. If this is the case, try sitting upright in a firm and 
comfortable chair instead or lie down if necessary. If you still experience discomfort, you can 
choose to shift your posture gently, while remaining mindful of the movement required or 
experiment with staying with the discomfort for a moment longer. Try and bring your 
awareness into the area of discomfort – see what you notice – remember to keep breathing. 
My mind won’t stop wandering 
This experience of the mind being so busy is very normal. You cannot suddenly turn it off 
when you meditate; it just means you are human. If the mind wanders 100 times, return your 
attention to the breath 100 times, as best as you can manage. Each time your attention 
wanders is an opportunity to practice marshalling your attention back to breath. 
There are too many distractions, it’s too noisy. 
It’s true that our senses are constantly bombarded – at any moment we are all dealing with the 
distractions of the world around us. But we needn’t let it impose. Cars going by outside? The 
smell of freshly poured coffee? Fine. Let them drift by, but just don’t go with them. The quiet 
you are looking for is inside, not outside. The more you sit, slowly, the mind becomes 
quieter, despite whatever distraction there may be. 
I don’t see the benefit. I have doubts about whether it’s worth doing. 
It is particularly important to become aware of thoughts that hinder or undermine practice, 
such as “There’s no point in doing this” or “It’s not going to work, so why bother?” We invite 
you to see if you can hold these thoughts and allow them to be as they are - without 
automatically obeying or believing them. Try returning to the sweet spot you identified during 
the week.  
I’m no good at this; I never get it right.   
This is a very common experience which is indicative of our critical minds. In truth, it’s 
impossible to fail at meditation. Even if you sit for 20 minutes thinking non-stop meaningless 
thoughts, that’s fine. There is no right or wrong. Meditation is not about forcing the mind to 
be absolutely still. Rather, it’s a letting go of resistance, of whatever may arise: doubt, worry, 
uncertainty and feeling inadequate, the endless dramas or fears. Every time you find your 
mind is drifting, daydreaming, remembering the past or planning ahead, just come back to 
now, come back to this moment. Simply paying attention, as best you can, and being with 
what is here now. Nothing else. 
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Attitudes in mindfulness 
 
Beginner’s mind. Openess and curiosity. This attitude allows us to be receptive to new 
possibilities and prevents us from getting stuck in automatic pilot. With curiosity we see things 
as new and fresh, as if for the first time – just like the raisin. The richness of present-moment 
experience is the richness of life itself. Each moment is unique. 
 
Non-judging. The habit of categorising and judging our experience locks us into mechanical 
reactions. A non-judging attitude—not labelling thoughts, feelings, or sensations as good or 
bad, right or wrong, fair or unfair, but taking note of thoughts, feelings, or sensations in each 
moment. 
 
Patience. This wise attitude reminds us that things unfold in their own time. Patient openness 
to each moment can be particularly helpful to invoke when the mind is agitated and 
wandering. Try bringing patience to your practice – see what emerges. 
 
Trust. Developing a basic trust in yourself and your feelings – it is far better to trust in your 
own intuition, even if you make mistakes along the way, than to always look outside of 
yourself for guidance. If at any point something doesn’t feel quite right for you, try honouring 
this feeling.  
 
Non-striving. Mindfulness practice isn’t goal oriented. Let go of grasping and clinging to a 
particular outcome, simply allow the process to unfold. There is nothing to be achieved – just 
pay attention – as best as you can. 
 
Allowing.  What turns up, turns up. When things feel pleasant we tend to hold on to them, 
and conjure them up again and again. When things feel unpleasant we tend to avoid them. 
Whether pleasant or unpleasant, mindfulness is an invitation to letting things be as they are in 
each moment. 
 
Letting go. Letting go is a way of letting things be, of accepting things as they are. When we 
observe how the mind grasps or pushes away experience, we remind ourselves to let go of 
these impulses on purpose, just observe what happens if we do. Notice what happens when 
we let go. Simply observing.  
 
 
 
 
Outside of session practice: 
 
Body Scan  
On 6 out of 7 days this week: Find a place where you can lie down comfortably without 
being disturbed.  Follow the instructions as best you can on the audio (track 2)  
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Each day, write a few notes in the spaces provided about what you were most aware of 
during the body scan. What were you thinking? What sensations in your body did you 
notice? What emotions or feelings did you experience? 
If your attention is repeatedly pulled to difficult sensations in some part of the body, you can 
choose to gently shift your posture. In doing so, notice your intention to move and the all of 
the gentle movements required to shift your posture. Otherwise, see if you can stay with the 
sensations. Try focusing your attention right into the region of difficulty and gently explore 
the detailed pattern of sensations there. Where precisely are these sensations located? What 
form do they take? What are the qualities of these sensations? Do these sensations remain 
constant or are there variations in these sensations over time? As best you can bring an 
attitude of openness and curiosity to these sensations, letting them be, just as they are, directly 
experiencing sensations as they arise.  
Record your practice each day by making a tick in the boxes below each time you practice the 
body scan. 
Day 1:   Day 2:    Day 3:   
Day 4:   Day 5:    Day 6:   
Day 1 
Thoughts 
            
            
       
Sensations 
            
            
       
Feelings 
            
            
       
Day 2 
Thoughts 
            
            
       
Sensations 
            
            
       
Feelings 
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Day 3 
Thoughts 
            
            
       
Sensations 
            
            
       
 
 
Feelings 
            
            
       
Day 4 
Thoughts 
            
            
       
Sensations 
            
            
       
Feelings 
            
            
       
Day 5 
Thoughts 
            
            
       
Sensations 
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Feelings 
            
            
       
Day 6 
Thoughts 
            
            
       
Sensations 
            
            
       
Feelings 
            
            
       
At the end of the week you might like to reflect on your own experience of the following 
common reactions to the practice. Circle any that you noticed and jot down any specific 
experiences that stuck in your mind. 
Judging 
            
            
       
Sleepiness 
            
            
       
Calm/Relaxation 
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Physical discomfort 
            
            
       
Frustration/Boredom 
            
            
       
Emotional upset 
            
            
       
Other 
            
            
       
Bringing Awareness to Routine Activities 
Remind yourself of the daily activity to which you chose to bring mindfulness last week by 
writing in here: 
(Activity 1) 
           
Now choose a new and different routine activity that you can also include in the scope of this 
practice of daily mindfulness: 
(Activity 2) 
           
Every day, make a tick whenever you remember to be mindful of Activity 2. 
Day 1:   Day 2:    Day 3:   
Day 4:   Day 5:    Day 6:   
 
At the end of the week, take a few moments to reflect on your experience of this practice as 
a whole. It won’t be part of the outside of session practice from now on, but many people 
find they like to extend this practice on their own.  
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Outside of session practice log week 2 (collected at each session) 
 
 
Body Scan (23 minutes) 
 
Please place a tick each day you practice mindful awareness of the breath.   
Day 1:  (        minutes)     Day 2:  (        minutes) 
Day 3:  (        minutes)     Day 4: (        minutes) 
Day 5:   (        minutes)     Day 6: (        minutes) 
 
Bringing Awareness to Routine Activities 2 
 
Everyday activity for Week 2:  
         
To keep track of this practice, every day, make a tick whenever you remember to be mindful 
of the activity.  
 
Day 1:        Day 2:    
Day 3:        Day 4:    
Day 5:        Day 6:    
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Week 3: 
Contacting the present moment –awareness of movement 
 
This week we will focus on mindfulness of movement. Mindful movement is another way of 
coming back to the present moment. Like the body scan, mindful movement can help you 
develop your attention muscle, and provide a place to get back in touch with the body.  
This practice will involve gentle movements and postures, which we will guide you through. It 
is very important that you take good care of your body, let the wisdom of your body decide 
the edges of your own boundaries. See if it’s possible to stretch and hold positions as guided 
without striving or pushing yourself. The instruction we provide is general so please tailor the 
exercises to where you are in the present moment. 
Mindful movement is another way of coming back to now. Like the body scan, mindful 
movement can help you develop your attention muscle, and provide a place to get back in 
touch with the body. Its purpose is not about getting fit or exercising, but as a means of 
tuning into sensations in the body as they are in that very moment.  
When practicing mindful movement this week, try tuning into the sensations of your breath as 
you move and hold different postures. Becoming aware of thoughts and emotions that arise, 
notice them, and shift your awareness back to the body. Be mindful of where a stretch is 
slightly out of your comfort zone and begins to feel uncomfortable - trusting your own 
intuition.   
Explore what being at this edge of your comfort zone feels like. What is it like to ‘work the 
edge’ of your boundaries. Moving your awareness into the sensations that arise, knowing that 
you can choose to ease the stretch at any time. See what it is like to work the edge and pause 
to notice what arises for you. Notice if you habitually drive yourself through the pain, perhaps 
trying to reach a standard of acceptability that you have set, or if you always avoid the 
discomfort. Investigate your relationship with movement and stretching and bring a playful 
attitude to your experience.  
By gently staying with the sensations for as long as you consider appropriate, you may begin 
to recognise your reactions to uncomfortable sensations. This recognition can open us up to a 
new way of approaching discomfort. Over the coming week, note your experience of the 
practice, paying particular attention to how you approach discomfort. 
 
Outside of session practice: 
 
Mindful movement 
 
On alternate days’ practice mindful movement and the body scan. The purpose mindful 
movement is not about getting fit or exercising, but as a means of tuning into sensations in 
the body as they are in that very moment. See if it’s possible to stretch without striving. 
Follow the instructions as best you can on the audio (track 3) 
 
Record your practice each day by making a tick in the boxes below each time you practice 
mindful movement. 
Day 1:   Day 3:               Day 5:    
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Day 1 
What did you notice? How did it feel to stay with sensations for a moment longer? 
            
            
            
     
Day 3 
How did you respond to any intense body sensations you experienced? 
            
            
            
     
Day 5  
What, if anything, might you take with you from the practice? 
            
            
            
     
Body scan 
Follow the instructions as best you can on the audio (track 2)  
Record your practice each day by making a tick in the boxes below each time you the body 
scan. 
Day 2:   Day 4:               Day 6:   
 
Day 2 
What did you notice? 
            
            
            
     
Day 4 
What did you notice? 
            
            
            
     
Day 6 
What have you learnt from your practice of the body scan? 
            
            
            
            
            
            
            
            
            
             
 
 
 
Pleasant Experiences Calendar 
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Each day, aim to be aware of one pleasant experience as it is happening.  
The experience can be quite ordinary, something as simple as hearing a bird sing or noticing 
the smile on the face of a child; the important thing is that it has a pleasant feel to it. 
There are two parts to this practice: 
1 Consciously choosing WHAT you pay attention to- by looking out for pleasant 
experiences 
2 Consciously choosing HOW you pay attention, by focusing on the separate aspects of 
each pleasant experience- the pleasant feeling itself and any other feelings around, any 
thoughts going through your mind, and the sensations in your body. 
 
 
Use the following questions to focus your awareness of the details of the experience: 
 What was the experience? 
 What sensations did you feel in the body? 
 What feelings did you notice? 
 What thoughts went through the mind?  
 What thoughts are in the mind now as you write? 
Make your description fairly detailed- for example, write down your thoughts word for word if 
that’s how you experience them or describe them or describe any images in your mind’s eye; 
note exactly where any sensations were felt in the body and what they were. Use the act of 
recording itself as an opportunity to become aware of any thoughts going through your mind 
as you write. 
 
Day 1 
            
            
            
            
            
            
            
       
Day 2 
            
            
            
            
            
            
            
            
            
             
Day 3 
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Day 4 
            
            
            
            
            
            
            
            
            
             
Day 5 
            
            
            
            
            
            
            
            
            
             
Day 6 
            
            
            
            
            
            
            
            
            
             
At the end of the week, take a moment to reflect on your experience with the Pleasant 
Experiences Calendar. Write here one thing worth remembering that you learned or 
noticed: 
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Outside of session practice log week 3 (collected at each session) 
 
Mindful movement (23 minutes) 
 
Please place a tick each day you practice mindful movement.  Please note the amount of time 
you spent practicing each day. 
Day 1:  (        minutes)      
Day 3:  (        minutes)      
Day 5:   (        minutes)      
 
Body scan (23 minutes) 
 
Please place a tick each day you practice the body scan.  Please note the amount of time you 
spent practicing each day. 
Day 2:              (        minutes) 
Day 4:             (        minutes) 
Day 6:             (        minutes) 
 
Pleasant Experiences Calendar 
 
To keep track of this practice, every day, make a tick whenever you brought mindful 
awareness to a pleasant experience.  
Day 1:        Day 2:    
Day 3:        Day 4:    
Day 5:        Day 6:    
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Week 4 
Turning towards discomfort in the body 
This week’s practice will focus on moving our attention towards difficult sensations in the 
body. By bringing an attitude of allowing and openness to difficult sensations we can gradually 
explore uncomfortable sensations. This investigation allows us to begin to appreciate our 
human tendency to want to change or avoid difficult sensations. Of course, it’s entirely natural 
and very common to want to get rid of or avoid uncomfortable sensations. For instance, if 
you encounter a bad smell you may decide to block your nose or leave the room if 
permissible, if you encounter something visually distressing you may close your eyes or turn 
away. It is completely normal to try and alter or change your experience of an unpleasant 
physical sensation by avoiding the direct experience itself. 
The problem arises when the experience we want to avoid is persistent or does not lend itself 
to normal problem-solving based approaches.  This can be the case with many aspects of 
having a long-term health condition. It is precisely this habit which can cause us additional 
suffering, both emotional (low mood, anxiety, stress & frustration) and physical (increased 
tension and stress).  
Turning towards is not an admission of defeat (throwing in the towel) - a resignation to a life 
of pain and discomfort, but a different way of relating to current experience. The likelihood is 
that you have experimented with many different treatments with varying degrees of success, 
yet some difficult sensations persist. What mindfulness and specifically ‘turning towards’ 
offers us, is a way of being with what is here right now.  
Openness and curiosity of sensations allows us to separate out the actual direct experience of 
difficulty from the additional sensations we may experience as a result of trying to change or 
avoid difficult sensations, such as resistance, bracing, clenching, tightness, pushing away and 
contraction.  
Allowing or letting be can be seen as an alternative to avoidance and getting rid of. Allowing 
can be seen as a way of addressing an unchangeable situation or a life experience. Allowing 
means that we are willing to let uncomfortable experiences such as, physical or emotional 
discomfort remain in awareness, without struggling or trying to change our experience, we 
allow our experience to be just as it is already, in this moment.  
 
This approach can be at odds with how we usually approach such experiences, for instance, if 
you have a headache you might decide to take a tablet or if you have a toothache, you might 
choose to visit the dentist etc. As mentioned, our common problem-solving approach is not 
made redundant by the introduction of mindful awareness. There are many situations and 
times when a problem solving approach will continue to be helpful. However, as we have 
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been learning, for things that we have little control over such as, thoughts, emotions and 
chronic physical symptoms this habitual approach is seldom useful. What we are discussing 
here (a new way of relating to difficulty) is not about trying to fix or get rid of the difficult or 
unwanted. By changing our relationship to difficulty, things may indeed change or they may 
not. It is not about trying to change our present for a desired future – but rather about 
opening up to and accepting what is present now, in this very moment. Shifting our approach 
toward physical and emotional discomfort, from one of “trying to get rid of” to one of 
“allowing or making room for” may enable us to respond to our experience rather than react 
habitually.  
 
The Guest House by Rumi 
This being human is a guest house.  
Every morning a new arrival.  
 
A joy, a depression, a meanness,  
some momentary awareness comes  
as an unexpected visitor.  
 
Welcome and entertain them all!  
Even if they're a crowd of sorrows,  
who violently sweep your house  
empty of its furniture,  
still, treat each guest honourably.  
He may be clearing you out  
for some new delight.  
 
The dark thought, the shame, the malice,  
meet them at the door laughing,  
and invite them in.  
 
Be grateful for whoever comes,  
because each has been sent  
as a guide from beyond. 
 
 
Outside of session practice 
 
1. Sitting Meditation: Turning towards the difficult 
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Each day this week, practice the meditation on the CD (Track 4). 
Follow the instructions as best you can. Try moving in close to any uncomfortable or 
unpleasant feelings, sensations, or thoughts and notice how you are reacting to them, 
especially in the body. Each day, make a note of your observations in the spaces provided. 
Record your practice each day by making a tick in the boxes below each time you practice the 
sitting meditation – turning towards discomfort. 
Day 1:   Day 2:    Day 3:   
Day 4:   Day 5:    Day 6:   
 
Day 1: 
When you encountered unpleasant thoughts, feelings, or sensations, where were the 
sensations most intense in the body? 
            
            
            
            
             
What else did you notice during the sitting? 
            
            
       
Day 2: 
How did you respond to any sensations of physical discomfort? 
            
            
            
            
             
I also noticed: 
            
            
       
Day 3:  
What differences in awareness did you notice between directing your attention to the breath 
and turning towards discomfort in the body? 
            
            
            
            
             
I also noticed: 
            
            
       
Day 4:  
What attitude did you bring to any discomfort noticed? What did you notice as a result?   
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What else did you notice in this sitting? 
            
            
       
 
 
 
Day 5:  
What happens when you resist unpleasant feelings?  
            
            
            
            
             
Anything else that struck you as interesting? 
            
            
       
Day 6:  
Look out for how aversion usually affects your body- perhaps frowning, tightness in your 
chest or stomach or tension in your shoulders.  
            
            
            
            
             
What have you learnt from the practice this week? 
            
            
            
            
            
            
            
            
            
             
 
 
 
 
The 3-Step Breathing Space- Regular 
 
Every day this week, take a 3-step breathing space three times a day. Make a note of times 
you at which you plan to do this. It’s best to choose times which are already established parts 
of your day. For instance, when you wake up, before going for a shower, on the bus, before 
your lunch or after dinner – see what works for you. The 3-step breathing space begins with 
bringing your awareness to your inner experience (thoughts, feelings and sensations), next try 
bringing your attention to the physical sensations of breath, returning your attention to the 
breath each time the mind wanders. Finally, expand your awareness to include the body as a 
whole. Next, becoming aware of any sensations of discomfort, tension or resistance – see if 
 236 
you can breathe into these sensations. Follow the instructions as best you can on the audio 
(track 5)  
 
Time1: 
           
Time 2: 
           
Time 3: 
           
 
Record your practice each day by making ticks in the boxes below each time you practice the 
3-step breathing space. 
Example: Day 1: x x x  
Day 1:   Day 2:    Day 3:   
Day 4:   Day 5:    Day 6:   
 
 
 
 
Unpleasant Experiences Calendar 
 
Each day (Day 1 to Day 6), aim to be aware of one unpleasant experience as it is happening.  
See if you can be aware of the difference between, on the one hand, the unpleasant feelings 
themselves and, on the other hand, any reaction to unpleasantness. 
Use the following questions to focus your awareness on the details of the experience as it is 
happening. You can write it down later. 
 What was the experience? 
 What sensations did you feel in the body? 
 What feelings did you notice? 
 What thoughts went through the mind?  
 What thoughts are in the mind now as you write? 
Write down your thoughts word for word if that’s how you experience them, or describe any 
images in your mind’s eye; note exactly where any sensations were felt in the body and what 
they were. Use the act of recording itself as an opportunity to become aware of any thoughts 
going through your mind as your write. 
 
Day 1 
            
            
            
            
            
            
            
            
            
            
Day 2 
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Day 3 
            
            
            
            
            
            
            
            
            
             
Day 4 
            
            
            
            
            
            
            
            
            
             
Day 5 
            
            
            
            
            
            
            
            
            
             
Day 6 
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At the end of the week, take a moment to reflect on your experience with the Pleasant 
Experiences Calendar. Write here one thing worth remembering that you learned or 
noticed: 
            
            
            
            
            
            
            
            
            
            
           
Thank you for giving the daily practice for Week 4 your best efforts. 
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Outside of session practice log week 4 (collected at each session) 
 
Sitting Meditation: Turning towards the difficult (21 minutes) 
 
Please place a tick each day you practice turning towards the difficult meditation.  Please note 
the amount of time you spent practicing each day. 
Day 1:  (        minutes)     Day 2:  (        minutes) 
Day 3:  (        minutes)     Day 4: (        minutes) 
Day 5:   (        minutes)     Day 6: (        minutes) 
 
 
The 3-Step Breathing Space- (4 minutes) 
 
Please record your practice each day by making ticks in the boxes below each time you 
practice the 3-step breathing space. 
Example: Day 1: x x x  
Day 1:   Day 2:    Day 3:   
Day 4:   Day 5:    Day 6:   
 
Unpleasant Experiences Calendar 
 
To keep track of this practice, every day, make a tick whenever you brought mindful 
awareness to a unpleasant experience.  
 
Day 1:        Day 2:    
Day 3:        Day 4:    
Day 5:        Day 6:     
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Week 5 
 
Turning towards difficult thoughts & emotions 
Many things including our mood, actions and physical feelings can influence the type of 
thoughts that pass through our minds. When experiencing difficulties (e.g. feeling stressed, 
tired, or in pain), we can interpret things in unhelpful ways (which thereby negatively affects 
how we feel and what we do). Over the past number of weeks while completing the practices, 
you’ll have noticed how we are constantly bombarded by thoughts. Indeed, our minds are 
meaning making machines – constantly interpreting what comes to us through our senses. 
These thoughts are automatic in nature and can often interrupt or side-track us from what 
matters most. During these exercises you may have also noticed how powerful the mind can 
be, giving rise to emotions & physical sensations within the body. 
 It is important to recognise that not all of our thinking is negative, often we will experience 
thoughts that are helpful and have a beneficial, kind or encouraging influence. For instance, 
I'll try this once/for a few minutes and see how it goes. I don't have to do this but I'll be 
pleased if I do, I don't have to enjoy it, but its practice and it will just be as it is. 
Finally, it is worth recognising that some of our thoughts are more frequent than others. What 
thoughts frequently arise during your practice? What effect do they have? By bring awareness 
to well-worn patterns of thought (i.e. “I can’t do this, or I should be managing better”) with 
an attitude of allowing we can begin to change our relationship to them. You might say “Ah 
yes, I know this thought or here is that I can’t do it thought again”. Recognising thoughts in 
this way creates a space between you and them. This week’s outside of session practice will 
focus on bringing more awareness to our thoughts, including identifying well-worn patterns of 
thought.  
So, there are a constant flow of thoughts going through the mind, these are automatic and 
potentially powerful, but we rarely notice them in moment to moment experience. Our 
regular mindfulness practice is a way of developing more awareness of the nature of thoughts 
and feelings.  
Despite our best efforts, we can’t realistically stop thoughts, but how we relate to them is 
important. Below you will see a table; the left side of the table illustrates how we usually relate 
to thoughts, while the right side illustrates an alternative way of relating to thoughts. During 
this week’s practice see if you can respond to thoughts rather than react to them – explore 
what sensations arise in the body when a certain thought arises. Remember to bring an 
attitude of openness and kindness to the experience as best you can.  
 
Below are three ways of relating to thoughts differently. Try experimenting with these this 
week.  
1. Pause long enough to recognise thought/image – say thinking or name the story in your head, 
then return attention to your intended focus 
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2. Make thoughts the focus of your attention – see if you can notice them arise, develop, and 
fade away – you might like to use the additional audio practice “thoughts passing by” (track 6) 
3. Certain thoughts carry with them a strong emotional charge (i.e. I should be able to deal with 
this) – remember that emotions commonly consist of related thoughts, feelings and bodily 
sensations – acknowledge the thoughts as thoughts and drop into the body to explore the felt 
sense of this in the body – what sensations arise when you notice this thought – bring 
awareness right into the region of greatest intensity and notice what happens. 
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In a “mindless state” we react to 
thoughts as: 
In a “mindful state” we respond to 
thoughts as: 
 
Reality- what we’re thinking is actually 
happening, here and now 
 
Merely sounds, words, images  
 
The truth– we completely believe them 
 
Sometimes true, sometimes not- we don’t 
automatically believe them 
 
Important - we take them seriously and give 
them our full attention 
 
Sometimes important, sometimes not- we 
pay attention only if they are helpful 
 
Orders- we automatically obey them 
 
Not orders- don’t have to obey them 
 
Threatening - we feel the need to get rid of 
them as they are frightening and disturbing 
 
Never threatening- even the most 
disturbing thoughts don’t represent a threat 
to us 
 
Wise – we assume they know best, and we 
follow their advice 
 
Sometimes wise, sometimes not; we don’t 
automatically follow their advice 
 243 
 
 
A reply to Rumi 
 
Welcome all the visitors, you say. 
Do not put bars on the windows 
or locks on the doors. Do not close up 
the chimney flue. Duct tape and plastic 
sheeting will not keep the visitor at bay. 
They'll pound on the doors, they'll break 
your windows, they'll breach the barricades, 
they'll storm the beach, swarm in like ants 
through cracks. They'll leak like water through 
the walls, and creep like mice, and curl like smoke 
and crack like ice against the window glass. 
Keep them out? It can't be done, don't try. 
Welcome all the visitors. 
Fine. There's all kinds 
of welcoming, however. 
I do not have to throw a house party. 
I will not post flyers. 
There will be no open bar. 
No one will get drunk 
and lock themselves in the bathroom. 
No one will break furniture, grind chips 
into the rug, throw anyone else in the pool, 
or lose an earring in the couch. 
I do not have to run a guest house, either. 
There will be no crackling fire. 
And no easy chairs. I will not serve 
tea to the visitors. I will not dispense 
ginger snaps and ask my guests 
about themselves: 
"Did my mother send you?” 
"Why must you plague me?” 
"Why not stay a while longer?” 
"Who are you, really?” 
If I must welcome – and I'm convinced I must – 
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let me build a great hall to receive my guests. 
Like a Greek temple, let it be open on all sides. 
Let it be wide, and bright, and empty. 
Let it have a marble floor: 
beautiful – and cold, and hard. 
Let there be no sofas, no benches, no dark corners, 
no anterooms and no coat closets. 
No walls, not even a ledge to lean against. 
I'll welcome anyone who comes, 
I'll show them my enormous empty hall. 
Come in, come in, I'll say. I'll even smile, 
Perhaps make conversation for a while. 
And if someone settles on the floor, as if to stay, 
or circles round and round, as if they've lost their way, 
I'll be kind, extend my hand, 
And gently show them out again. 
Amy Newell 
 
Why do we sit with difficulty or discomfort? 
When we talk about sitting with difficulty perhaps it is useful to remind ourselves what we are 
doing.  Are we learning to be stoics?  Is it about gritting our teeth? No.  We learn to sit with 
difficulty because difficulty is already sitting with us.  We can try to ignore it, but it carries on 
sitting there, elbowing at us.  We can try and push it out of the door, but it has a way of 
sneaking right back again. In fact, it’s often there when we sit to do our practice.  We think 
maybe, ah, yes, paying attention to this moment, moment by moment, great. But then we 
maybe realise that hey, actually we don’t like this moment.  It’s painful, or uncomfortable in 
some way.  It’s not the moment we’ve been wanting.  We would prefer to feel comfortable 
and peaceful, cheerful and content and here we are. With difficulty as a companion instead.  
So, how to be with this presence?  We can choose to avoid, argue with it - to war with it. Or 
else we can find a way of turning the relationship around, so that difficulty doesn’t have such a 
grip on us and choices we make. So far we have been learning about approaching difficulty 
with an attitude of openness and curiosity. This doesn’t mean we need to embrace difficulty 
with open arms, but that we are, as best we can, allowing what is the case to be the case. Such 
an attitude can be transformative and open us up to new choices in each moment. Not putting 
energy into struggling against, but instead neatly side-stepping.  Stepping away from trying to 
solve things and instead letting ourselves settle and rest on what really matters, the most 
important thing.   
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Indeed this is something we would like you to think about before the next session. We invite 
you to take time this week to consider what matters most to you. We will look at this closer in 
next week’s session.  
 
Out of session practice 
 
Sitting Meditation- Thoughts passing by 
 
On 6 out of 7 days this week, practice guided sitting with a focus on thoughts passing by. 
Record your practice each day by making a tick in the boxes below each time you practice. 
Day 1:   Day 2:    Day 3:   
Day 4:   Day 5:    Day 6:   
 
Day 1:  
What was the effect of reminding yourself to recognise thoughts as thoughts? 
               
            
            
     
What did you notice when you explored sensations in the body related to thoughts? 
            
            
            
     
Day 2: 
What happened when you made thoughts the focus of your attention?  
            
            
            
     
Anything else? 
            
            
            
     
Day 3: 
How did you respond to any difficult or troubling thoughts you encountered? What 
happened? 
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What was your attitude toward these thoughts? Were you impatient, irritated, wishing they 
weren’t there, or accepting, interested, or just neutral toward them? 
            
            
            
     
Day 4: 
Make a note of any familiar, well-worn patterns of thinking you recognised. What thoughts 
frequently arose during your practice? What effect did they have? 
            
            
            
            
   
What was it like relating to these in a different way? 
            
            
            
     
Day 5: 
Make a note of any helpful thoughts you noticed this week? What effect did they have? 
            
            
            
            
   
Anything else? 
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Day 6: 
Finally, take a moment to reflect on your experience this week of relating to thoughts in a 
different way.  
            
            
            
     
Anything else? 
            
            
            
     
 
The 3-Step Breathing Space 
Every day this week, take a breathing space whenever you notice any unpleasant feelings and 
whenever you notice your thoughts are getting the better of you. During times of difficulty, 
when thoughts threaten to overwhelm, taking a breathing space can be very helpful (no matter 
how brief).Try using the 3-step breathing space (Track 5) as a way of responding rather than 
reacting to difficulty. 
Record your practice each day by making ticks in the boxes below each time you practice the 
three minute breathing space. 
Day 1:   Day 2:    Day 3:   
Day 4:   Day 5:    Day 6:   
What did you notice from your experience of taking a 3-step breathing space in response to 
difficulty? 
            
            
            
            
             
 
What matters most 
 
So far, we have heard about how your condition affects you, but we haven’t spent much time 
hearing about the whole of you – what you hold dear or consider meaningful. Next week we 
will explore what matters most to you? What truly matters in your life, provides meaning. We 
invite you to use the space provided to make a note of what matters most.  
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Outside of session practice log week 5 (collected at each session) 
 
Sitting Meditation- Thoughts passing by (18 Minutes) 
 
Please place a tick each day you practice sitting meditation – thoughts passing by.  Please note 
the amount of time you spent practicing each day. 
Day 1:  (        minutes)     Day 2:  (        minutes) 
Day 3:  (        minutes)     Day 4: (        minutes) 
Day 5:   (        minutes)     Day 6: (        minutes) 
 
 
The 3-Step Breathing Space- (4 minutes) 
 
Please record your practice each day by making ticks in the boxes below each time you 
practice the 3-step breathing space. 
Example: Day 1: x x x  
Day 1:   Day 2:    Day 3:   
Day 4:   Day 5:    Day 6:   
 
What Matter Most 
 
Please place a tick in the space below if you chose or noted what matters most to you this 
week.  
 
What Matter Most/   
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Week 6 
The most important thing – is the most important thing  
As we discussed last week, when we talk about sitting with difficulty it is important to remind 
ourselves what we are doing.  Are we learning to be stoics?  Is it about gritting our teeth? No. 
We sit with difficulty because difficulty is already sitting with us.  We can try to ignore it, but it 
carries on sitting there, elbowing at us.  We can try and push it out of the door, but it has a 
way of sneaking right back again. Remember the poem from last week? 
“Duct tape and plastic sheeting will not keep the visitor at bay. They'll pound on the doors, they'll break your 
windows, they'll breach the barricades, they'll storm the beach, swarm in like ants through cracks. They'll leak 
like water through the walls, and creep like mice, and curl like smoke and crack like ice against the window 
glass. Keep them out? It can't be done, don't try” 
So, how to be with this presence?  As mentioned last week, we can choose to avoid, argue 
with it - to war with it. Or else we can find a way of turning the relationship around, so that 
difficulty doesn’t have such a grip on us and our choices.  And the mindful approach is a lot 
to do with turning around our relationship with what happens.  Not putting energy into 
struggling, against but instead skilfully side-stepping.  Stepping away from trying to solve 
things and instead letting ourselves settle and rest on what really matters, the most important 
thing.   
This is where we come to the centre of today’s session. So far we have talked more about your 
health and its consequences than about the rest of you.  What you hold dear - provides a sense 
of meaning and truly matters. 
We can forget, when focusing on pain or particular health symptoms, that there is more to us 
than this.  Remember the illustrations from the initial session? If the health issue takes up the 
whole room, we can’t really breathe, appreciate anything else that matters, that’s important. 
We talked of getting the picture right, of making sure that the health has its proper part, but 
isn’t the whole.   In this session we invite you to notice the most important thing, in any one 
moment.   
When we start a mindful practice therefore it is helpful to remind ourselves about the most 
important thing – setting our intention for the practice. Appreciating that our practice is a 
commitment to our life. And learning how to maintain that awareness with all the difficulties 
that may distract us and agitate us away, using the breath as an anchor to find our way back to 
what’s most important.  
What matters most to us may not make total sense to other people, because the web of 
associations and emotions we bring to them can be complex. It can be quite challenging to 
think about these things. It can raise difficult thoughts and feelings about how we are not 
doing what is important to us, or how our conditions tell us we can't do these things. 
Sometimes our mind can tell us that what matters most is “impossible” or “unrealistic” or 
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“not really important enough”. As we’re thinking about this today and these thoughts come 
up, try to notice when they do and gently let these thoughts go. 
 
Exercise 6.3: What’s most important Meditation  
This meditation is not part of the outside of session practice, but you may find it helpful to 
listen to it at times during the week and beyond. You can find the meditation on the link or 
CD (Track 8). Consider how your health relates to what’s most important to you. Does it 
bring you closer to what’s important or further away? Becoming aware of your experience as 
you are guided through the practicing – noticing what shows up for you.  Below are some 
questions related to the meditation that you may find helpful.  
 What comes up for you as you consider what’s most important - thoughts, feelings, sensations 
& impulses? 
           
           
           
           
           
     
 
 What comes up for you as you consider what’s most important in the context of your current 
health - thoughts, feelings, sensations & impulses? 
           
           
           
           
           
     
 
EXERCISE 6.3: Connecting with what matters  
Take a few moments now to reflect on what is most important to you. Below are some 
questions that might be helpful.  
 Why did you choose x? 
           
           
           
           
           
      
 
 Why is that important to you? 
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 Why does that matter?  
           
           
           
           
           
      
 
 How does what you’ve chosen (the most important thing) show itself in your life at present? 
           
           
           
           
           
      
 
EXERCISE 6.4: Mindful living 
As we mentioned previously, if we find ourselves operating on automatic pilot much of the 
time, we might not be very aware of what we are doing or why we are doing it. The following 
exercise invites you to bring an awareness and curiosity to some of your current day to day 
activities – exploring the importance of different activities.  
On the next page, list a few things that are typical of a normal week. For example: doing the 
school run, going to work, visiting a close friend or relative, feeding the dog, preparing a meal, 
going for a walk or taking medication.  
You will notice a list of letters at the top of the table – the only letter you need to concern 
yourself with at the moment is I. This stands for Importance. For each of the things you’ve 
listed, reflect on the following: 
What importance, if any, does this hold for me?  
What motivates me to do this? 
 
 
Next week we will take a closer look at each of the other letters? 
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 Things that are typical of my week  I N D M S 
1 i.e. Phoning my sister       
2       
3       
4       
5       
6       
7       
8       
9       
10       
11       
12       
13       
14       
15       
16       
17       
18       
19       
20       
Exploring our actions in this way can give us a sense of appreciation for what truly matters. 
Connecting with what’s important, can allow us to step out of autopilot. 
 
 
 
Outside of session practice: 
 
Sitting meditation: Mindfulness of Breath, Body, & Sounds. 
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Follow the instructions as best you can on the audio (track 7). Practice mindfulness of breath, 
body & sounds on six days this week.  
Record your practice each day by making ticks in the boxes below each time you practice the 
mindfulness of breath, body & sounds. 
Day 1:  Day 2:  Day 3:  Day 4:   Day 5:           Day 6:  
               
 
Day 1 
What did you notice about the practice? 
            
            
            
     
Day 2 
What did you notice about the practice? 
            
            
            
     
Day 3 
What did you notice about the practice? 
            
            
            
     
What else did you notice? 
            
            
            
     
Day 4 
What did you notice about the practice? 
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Day 5 
What did you notice about the practice? 
            
            
            
     
Day 6 
What have you learnt from the practice? 
            
            
            
     
Three step breathing space 
 
Continue using the three step breathing space as a skilful way of responding during the day 
(Track 5).  
 
Living with awareness 
Consider one thing you could do this week that would be in line with what matters most to 
you. Try to find a few minutes each day to focus on what you’ve been thinking about today 
and choose something that you could do, perhaps something very small that would take you 
towards what’s most important. Use the workbook to keep a note of the steps you take over 
the next week. Notice what shows up in your mind as you think about this - see if you can 
respond to these thoughts/images/emotions with openness and curiosity – perhaps use the 
three ways of relating to thoughts differently discussed last week. 
            
            
            
            
            
            
            
       
Next continue to list things that make up a normal week in the space provided above 
(Exercise 6.3). Try break things down i.e. working could be broken down into – travelling to 
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work, lunch with co-workers, sending emails, preparing for a meeting etc.  Or alternatively 
you might decide to track all of the things that make up any of your days during the week? We 
will be exploring these more closely next week. 
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Outside of session practice log week 6 (collected at each session) 
 
Sitting Meditation- Mindfulness of Breath, Body & Sounds (10 Minutes) 
 
Please place a tick each day you practice sitting meditation – mindfulness of breath, body & 
sounds.  Please note the amount of time you spent practicing each day. 
Day 1:  (        minutes)     Day 2:  (        minutes) 
Day 3:  (        minutes)     Day 4: (        minutes) 
Day 5:   (        minutes)     Day 6: (        minutes) 
 
 
The 3-Step Breathing Space- (4 minutes) 
 
Please record your practice each day by making ticks in the boxes below each time you 
practice the 3-step breathing space. 
Example: Day 1: x x x  
Day 1:   Day 2:    Day 3:   
Day 4:   Day 5:    Day 6:   
 
Living with awareness 
 
Please place a tick in the space below each time you choose to engage in something that 
brought you closer towards what’s most important.  
Day 1:   Day 2:    Day 3:   
Day 4:   Day 5:    Day 6:   
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Week 7 
 
Kindness in action 
This week we will take a closer look at our actions. We have been learning that what we do 
affects how we feel.   
“To affect the quality of the day is the highest of arts.” Henry D Thoreau 
 
Exercise 7.2: A closer look at our actions – the things we do  
Instructions:  
Now, return to the exercise you completed during the week. Consider the impact of each of 
the day-to-day activities you listed on your mood and well-being. Ask yourself “does this give 
me a sense of nourishment i.e. give me energy, a sense of vitality or increase my well-being? or 
“does this drain my energy levels; decrease my vitality or sense of well-being?” Place an ‘N’ 
next to activities that provide you with a feeling of nourishment and a ‘D’ next to activities 
you feel deplete your energy and decrease your vitality or sense of well-being. You might find 
that while certain things aren’t pleasurable or nourishing necessarily, they do provide you with 
a sense of accomplishment or satisfaction once completed (Mastery). Indeed, in terms of our 
mood, it is important that we have a mix of things that give us a sense of pleasure and 
accomplishment. If this is the case place an ‘M’ next to these activities. 
Now, take a few minutes to think of activities that you find soothing or caring - things that 
you can do on your own. Effective self-soothing may be those that involve one or more of the 
five senses (touch, taste, smell, sight, and sound). 
Here are some examples of soothing activities: Taking a bath, enjoying your favourite food, or 
petting an animal. 
 In the space provided in your handbooks list as many self-soothing activities that come to 
mind. 
            
            
            
     
In pairs, discuss:  
 How might you incorporate soothing or nourishing activities in your week more often? 
 What would this involve? 
 What obstacles (thoughts, well-worn patterns of thought, emotions etc.) might you encounter? 
 How might you approach these obstacles? 
Relationship to care and support 
Take a moment now to think about the care and support you’re getting – or perhaps not 
getting in relation to your physical condition.  Howard Leventhal (the psychologist we 
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mentioned in week 1) asked people about the important aspects of an illness or health 
condition.  In relation to the care received people were interested in: 
1. Trust with treatment  (Feeling that your doctors and other health care staff care about your well-being, listen to 
your side of things and are skilful) 
2. Managing treatment that’s given by others  
3. Managing the condition yourself 
4. Ease of being able to talk to health care staff 
5. Getting help to manage emotionally and practically 
In today’s session we are going to think about each of these areas, taking a closer look at the 
role other people play in your health. We have included a web link to the loving kindness 
exercise below (track 11), although it’s not part of the outside of session practice, people may 
find it helpful.  
 
 
EXERCISE 7.3: Relationship to care 
We are social animals; it is rare that we get to where we want to be all alone.  Support from 
family, friends, healthcare professionals can be very important at various stages of our lives. 
 Who is involved your care – you alone, family, friends, doctors, nurses or physiotherapists or 
others?  
            
            
            
            
             
 Can you locate those involved using the bridge model? This model looks at how involved you 
and others are in your own health. Place a mark on the bridge to locate where you feel you are 
at present. Place a different mark to represent each of the others where you feel they are on 
the scale. What do you notice?  
 
  
          
           
 
 
 
 
 
 
 
 
Self-support: You 
 
Support received: Family, friends 
& healthcare team 
 260 
 
 How do you feel about your position at the moment? 
           
           
           
    
           
        
 How might you take a step forward or back? What would that entail? What might the 
outcome be? What might get in the way? 
           
           
           
    
           
        
 Do you feel more or less in control by involving others?  
           
           
           
    
           
        
Relationship to support 
Accepting just enough support for the task can allow people to overcome those initial 
anxieties and worries when embarking on something difficult. However, we should stress that 
the type of support one receives is crucial – too much or too little can be unhelpful. Accepting 
just enough support for the task doesn’t mean that you will always need support in such 
situations, but it can be the little thing that makes a big difference in the eventual outcome. 
Also, it is important to note that accepting support is not always easy.   How we see ourselves 
– the kind of picture we carry around of ourselves is very important. We might think of 
ourselves as “the caring one”, “the bread winner”, “the person people can rely on” or “the 
person who always puts other first”. As a result, we might think “I don’t want to burden other 
people, or I should be able to deal with this myself”. The way we conceptualise ourselves can 
sometimes cause us to get stuck in patterns of behaviour that aren’t consistent with what 
matters most. Often, we can feel quite conflicted in such instances. Bringing awareness to how 
we give and receive support is important – it might allow us to spot well-worn patterns of 
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thought. This week see if you notice any of these thoughts during the week – try responding 
to these thoughts with an attitude of openness and curiosity. 
 
Also, consider the following: 
 What does support mean to you? 
           
           
           
    
           
        
 
 Who is involved in this – you alone, family, friends, doctors, nurses or physiotherapists or 
others?  
           
           
           
    
           
        
 
 How do they provide support? (e.g. advice, emotional support, information or practical 
support) 
           
           
           
    
           
        
 
 Finally, identify a task that you would like some support with this week. What kind of support 
would you like? Who might provide this support?  
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 What obstacles might you encounter? How might you approach such obstacles mindfully? 
           
           
            
Love after love 
The time will come  
when, with elation  
you will greet yourself arriving  
at your own door, in your own mirror  
and each will smile at the other's welcome,  
 
and say, sit here. Eat.  
You will love again the stranger who was your self. 
Give wine. Give bread. Give back your heart  
to itself, to the stranger who has loved you  
 
all your life, whom you ignored  
for another, who knows you by heart.  
Take down the love letters from the bookshelf,  
 
the photographs, the desperate notes,  
peel your own image from the mirror.  
Sit. Feast on your life. 
Derek Walcott 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 263 
Outside of session practice: 
 
Practice any one of the main meditations from the MABIL course. For instance, the sitting 
meditation, body scan, or mindful movement on 6 out of 7 days this week. 
 
Record your practice each day by making a tick in the boxes below each time you practice the 
three minute breathing space. 
Day 1:   Day 2:    Day 3:   
Day 4:   Day 5:    Day 6:   
 
Three-minute breathing space. 
Follow the instructions as best you can on the audio (track 5). At the end of the breathing space 
try asking: How can I best bring kindness to myself or others, in this very moment? The three 
minute breathing space is the single most important practice. Let it be your first response 
whenever you notice feeling overwhelmed, agitated or distressed. Every day this week, whenever 
you notice any unpleasant feelings, and, at least once a day, explore asking the question: What kind 
thing can I do for myself in this moment? Write down the situation, the action you chose and the 
outcome of this attitude. 
 
Record your practice each day by making ticks in the boxes below each time you practice the 
three minute breathing space. 
Day 1:   Day 2:    Day 3:   
Day 4:   Day 5:    Day 6:   
 
 
Day 1: 
Situation: 
            
         
 
Action: 
            
         
Outcome:  
            
         
Day 2: 
Situation: 
            
         
Action: 
            
         
Outcome:  
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Day 3: 
Situation: 
            
         
Action: 
            
         
Outcome:  
            
         
Day 4: 
Situation: 
            
         
Action: 
            
         
Outcome:  
            
         
Day 5: 
Situation: 
            
         
Action: 
            
         
Outcome:  
            
         
Day 6: 
Situation: 
            
         
 
Action: 
            
         
Outcome:  
            
         
 
 
Sustainable practice. 
This week explore what pattern of practice is realistic for you. Soon we will come to the end 
of the 8 weeks and it is important to know what practice you can realistically sustain. It’s 
perfectly fine to have different practices for each day, the choice is entirely yours. The 
important thing is that you acknowledge the obstacles and barriers on your time while 
honouring mindfulness practice as a really important source of daily nourishment for you. 
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Remember, mindfulness invites a non-striving attitude – there’s no need to force yourself to 
commit to practices that aren’t sustainable in the long-term. 
 
 
 
DAY 1: 
Intended practice: 
          
 
Actual practice: 
          
 
I learned: 
          
 
DAY 2: 
Intended practice: 
          
 
Actual practice: 
          
 
I learned: 
          
 
DAY 3: 
Intended practice: 
          
 
Actual practice: 
          
 
I learned: 
          
 
DAY 4: 
Intended practice: 
          
 
Actual practice: 
          
 
 
I learned: 
          
 
 
 
DAY 5: 
Intended practice: 
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Actual practice: 
          
 
I learned: 
          
 
DAY 6: 
Intended practice: 
          
 
Actual practice: 
          
 
I learned: 
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Outside of session practice log week 7 (collected at each session) 
 
Practice any of the main meditations 
 
Please place a tick each day you practice a main meditation.  Please note the amount of time 
you spent practicing each day. 
Day 1:  (        minutes)     Day 2:  (        minutes) 
Day 3:  (        minutes)     Day 4: (        minutes) 
Day 5:   (        minutes)     Day 6: (        minutes) 
 
 
The 3-Step Breathing Space- (4 minutes) 
 
Please record your practice each day by making ticks in the boxes below each time you 
practice the 3-step breathing space. 
Example: Day 1: x x x  
Day 1:   Day 2:    Day 3:   
Day 4:   Day 5:    Day 6:   
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Week 8 
 
This week we take time to reflect on your journey so far, and the journey that lies ahead. In 
relation to week 8 of the original MBSR programme, Jon Kabat-Zinn remarked: “The real 
week 8 is the rest of your lives”. So now we will begin looking at how you might sustain or 
incorporate mindfulness into your lives going forward. 
Tips for sustaining practice 
 Linking sustainable practice to what’s most important – this can embolden our efforts – by 
linking the benefits of mindful practice with something you hold dear you are making an 
important step towards sustainable practice. 
 
 Obstacles & Solutions – taking the time to identify obstacles and potential solutions can also 
be a crucial step in sustaining mindful practice. Perhaps regular formal practice is most suitable 
at a specific time and place. If possible, try practicing at the same time and place each day. It’s 
best to do some practice each day – no matter how brief. This way mindfulness becomes a 
part of the fabric of the day – part of our daily routine. Try bringing your awareness to these 
practical issues – remembering all the while that mindfulness is a means of developing a new 
relationship with the things that you cannot change and things that you can.  
 
 Sweet spot. Setbacks are part of the human condition. The norm and not the exception. In 
these times it can be helpful to reconnect with the sweet spot you chose at the start of the 
course. If you find that your practice has ceased or reduced, instead of beating yourself up or 
reacting with a harsh critical perspective, return to your sweet spot. You may also find it 
helpful to return to this handbook for time to time.  
 
 Explore further opportunities for deepening your practice, such as group meditations, retreats 
or further courses. Speak to your course facilitator about options available.  
 
 Finally, remember the breathing space. Regular practice provides a way of checking in with 
yourself a few times per day. A mindful response in times of difficulty, stress, fear, 
unhappiness. Remember Jon Kabat-Zinn’s advice to weave your parachute every day, rather 
than leave it until the next time you have to jump from the plane! 
 
 
 
 
EXERCISE 8.2: Committing to on-going practice 
 
Next take a few moments to complete the following exercise. 
Why might you intend to continue practicing mindfulness? 
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What are the biggest obstacles to continued practice? 
            
            
            
            
   
 
 
 
What might help you sustain a regular formal practice going forward? 
            
            
            
            
   
 
Reflect on the exercise and your pattern of practice during the week. See if it’s possible to 
write down the pattern of formal practice you intend to sustain going forth. Make a note of 
the time and place of your intended formal practice. What can I commit to? 
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Tips for everyday mindfulness 
 When you first wake up in the morning, before you get out of bed, bring your 
attention to your breathing. Observe five mindful breaths. 
 Notice changes in your posture. Be aware of how your body and mind feel when you 
move from lying down to sitting, to standing, to walking. Notice each time you make a 
transition from one posture to the next. 
 Whenever you hear a phone ring, a bird sing, a train pass by, laughter, a car horn, the 
wind, the sound of a door closing – use any sound as the bell of mindfulness. Really 
listen and be present and awake. 
 Throughout the day, take a few moments to bring your attention to your breathing. 
Observe five mindful breaths. 
 Whenever you eat or drink something, take a minute and breathe. Look at your food 
and realize that the food was connected to something that nourished its growth. Can 
you see the sunlight, the rain, the earth in your food? Pay attention as you eat, 
consciously consuming this food for your physical health. Bring awareness to seeing 
your food, smelling your food, tasting your food, chewing your food and swallowing 
your food. 
 Notice your body while you walk or stand. Take a moment to notice your posture. Pay 
attention to the contact of your feet with the ground under them. Feel the air on your 
face, arms and legs as you walk. Are you rushing? 
 Bring awareness to listening and talking. Can you listen without agreeing or 
disagreeing, liking or disliking, or planning what you will say when it is your turn?  Can 
you notice how your mind and body feel? 
 Whenever you wait in a line, use this time to notice standing and breathing.  Feel the 
contact of your feet with the floor and how your body feels. Bring attention to the rise 
and fall of your abdomen. Are you feeling impatient? 
 Be aware of any points of tightness in your body throughout the day. See if you can 
breathe into them and as you exhale, let go of excess tension. Is tension stored 
anywhere in your body? For example, your neck, shoulders, stomach, jaw, or lower 
back? If possible, stretch or do yoga once a day. 
 Focus attention on your daily activities such as brushing your teeth, washing up, 
brushing your hair, putting on your shoes, doing your job. Bring mindfulness to each 
activity. 
 Before you go to sleep at night, take a few minutes and bring your attention to your 
breathing. Observe five mindful breaths. 
 
 So this brings us to the end of the course and to the beginning of your self-directed experience 
of mindfulness.  
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Enough 
Enough. These few words are enough. 
If not these words, this breath. 
If not this breath, this sitting here. 
This opening to the life 
we have refused 
again and again 
until now. 
Until now 
              David Whyte 
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Further resources 
The greatest resource of all is the practice itself. Even if you haven’t managed to practice as 
much as you would have liked, or indeed have stopped completely, remember that each 
moment brings with it the opportunity to begin again, anew.  
If you would like to explore further resources to deepen your practice, please speak to your 
course facilitator about the different options available. Make a note of these resources or any 
resources you’ve found helpful below.  
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Appendix 9: Example home practice log 
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OUTSIDE OF SESSION PRACTICE LOG WEEK 2 (COLLECTED EACH WEEK) 
 
 
Body Scan (23 minutes) 
 
Please place a tick each day you practice mindful awareness of the breath.   
Day 1:  (        minutes)     Day 2:  (        minutes) 
Day 3:  (        minutes)     Day 4: (        minutes) 
Day 5:  (        minutes)     Day 6: (        minutes) 
 
Bringing Awareness to Routine Activities 2 
 
Everyday activity for Week 2:  
         
To keep track of this practice, every day, make a tick whenever you remember to be 
mindful of the activity.  
 
Day 1:       Day 2:    
Day 3:       Day 4:    
Day 5:       Day 6:    
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Appendix 10: Public Health Questionnaire (PHQ-9)
 276 
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Appendix 11: Generalised Anxiety Disorder (GAD-7) 
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 279 
Appendix 12: Five facet mindfulness questionnaire (FFMQ-SF) 
 280 
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http://www.goodmedicine.org.uk/files/assessment,%20mindfulness%205%20facets%20short_1.p
df  
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Appendix 13: Home practice self-efficacy & outcome expectations questionnaire 
(respectively) 
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1. At this moment, how confident are you about practicing the main meditation this week? 
 
 
2. At this moment, how confident are you about engaging in the other outside of session 
practice this week? 
 
 
 
3. At this moment, how confident are you about engaging in the recommended amount (i.e. 
for the specified duration on 6 out of the 7 days) of home practice this week?   
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1. By the end of the MABIL course, how much improvement in your overall well-being do 
you think will occur? 
 
0%         10%         20%         30%         40%         50%         60%          70%         80%         90%         100%  
 
no                                                                                   some                                                                                    large 
           improvement                                                           improvement                                                                 improvement 
 
 
2. At this moment, how confident do you feel that the MABIL course will improve your 
overall well-being? 
 
 
 
3. By the end of the course, how much improvement in your overall well-being do you really 
feel will occur? 
 
0%         10%         20%         30%         40%         50%         60%          70%         80%         90%         100%  
 
no                                                                                   some                                                                                    large 
           improvement                                                           improvement                                                                 improvement 
 
 
 
(Adapted from Devilly, G. J., & Borkovec, T. D. (2000). Psychometric properties of the 
credibility/expectancy questionnaire. Journal of Behavioral Therapy & 
Experimental Psychiatry, 31, 73-86.doi:10.1016/S0005-7916(00)00012-4) 
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Appendix 14: Integrated Research Application Service
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 288 
 289 
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Appendix 15: NHS Camberwell & St Giles Ethical Approval 
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 293 
 294 
 295 
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Committee 
Members: Name  
Profession  Present  Notes  
Ms Justine Antill  Deputy Director, Dept of 
Health Legal Adviser  
Yes  
Dr Ana Bajo  Research Psychologist  No  
Mrs Jennifer Bostock  Philosopher of Psychiatry  No  
Ms Biddy Gillman  Retired Biology Teacher/ Head 
of year 12  
Yes  
Mrs Naomi Hare  Modern Matron for Research 
in Abdominal Medicine and 
Surgery  
Yes  
Ms Alison Higgs  Lecturer in Social Work  No  
Ms Deborah Horney  Research Associate / Trial 
Manager  
No  
Dr Hilary Lavender  Retired General Practitioner 
(GP)  
Yes  
Dr Alison Macrae  Solicitor  Yes  
Mr John Richardson (Chair)  Retired Director of COREC: 
former Ecumenical Officer for 
Churches Together in South 
London  
Yes  
Dr Caroline Shackleton  Retired Clinical Psychologist  Yes  
Dr Mark Tanner  Consultant Psychiatrist  Yes  
Mr James Uwalaka  Regulatory Compliance Officer  Yes  
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Appendix 16: Imperial NHS Foundation Trial Capacity & Capability Confirmation  
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Dear Mr O’Shea 
  
DOCUMAS reference: 16SM3496   
IRAS reference: 199070  
REC reference: 16/LO/1270 
Study Title: Increasing home practice in a group based intervention for LTCs 
I can confirm that Imperial College Healthcare NHS Trust have the capacity and 
capability to host this research and confirm organisational readiness.   
Before you commence your research, please note that you must be aware of your 
obligations to comply with the minimum requirements for compliance with the Research 
Governance indicators 17 (Data Protection); 25 (Health and Safety) and 22 (Financial 
Probity). Details of the requirements to be met can be found in the Research Governance 
Framework available on www.dh.gov.uk 
Under the Research Governance regulations, Serious Adverse Event Reports and 
amendments to the protocol or other supporting documents must be forwarded to the 
Imperial College Healthcare NHS R&D Office and Ethics Committee. 
In accordance with the Research Governance Framework, research projects carried out in 
the Trust will be randomly chosen by the Trust R&D Office for auditing. Please see the 
attached checklist for documentation that will be required during the audit. 
  
Kind regards 
 
Maria Briana 
Research Facilitator 
Imperial College London and Imperial College Healthcare NHS Trust 
Joint Research Compliance Office 
Room 221, Level 2, Medical School Building 
St Mary’s Campus 
Norfolk Place 
W2 1PG 
Tel: 020 7594 9832 
  
Email: m.briana@imperial.ac.uk and maria.briana@imperial.nhs.uk 
Website: http://www3.imperial.ac.uk/clinicalresearchgovernanceoffice  
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Appendix 17: UWE Bristol Faculty Research Degree Committee Approval 
 
 316 
 317 
 318 
 319 
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Appendix 18: Research trial participant debrief sheet Version 2 10/5/16 
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Thank you for taking part in our study.  
This study assessed adherence to home practice recommendations during a mindfulness 
and acceptance-based intervention for long-term conditions. Existing research and clinical 
opinion suggests that home practice is essential in these types of courses. However, as you 
may have experienced, home practice can be challenging for a number of reasons.  
Responding to this, we co-developed a short video alongside local and national long-term 
condition groups. Using existing theory and research evidence, the short video depicts two 
fictional characters, both with long-term conditions, experiences of the course and home 
practice. The aim of the video was to increase viewer’s adherence to home practice 
recommendations during the course.  
To test whether the addition of a short video improved adherence to home practice during 
the course, we randomly allocated you to one of two groups: MABIL with the short video 
(the intervention group) & MABIL without the short video (active control group). In order 
to avoid invalidating the results, it was not possible to inform you of differences between 
the groups during the study. We made this decision following careful consideration and 
consultation with service users and previous participants of the group. It was felt that 
watching the short video was unlikely to pose additional risk and to be of minimal burden. 
Furthermore, participants allocated to the control group were not deemed to be 
disadvantaged in anyway.  
We greatly appreciate your cooperation. If you have any questions regarding this study or 
would like to receive a summary of the results, please contact:  
Darragh O’Shea 
Health Psychologist In-Training 
Clinical Health Psychology 
Clarence Wing 
St Mary’s Hospital 
London W2 1NY 
Tel: 0203 312 1658 
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Appendix 19: Supplementary analyses 
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Sex 
A chi-square test of independence was conducted to explore whether frequency of formal 
home practice during the course was influenced by sex.  All expected frequencies were not 
greater than five, therefore failing the assumptions underlying the test. Fisher’s exact 
probability test was chosen instead of the Chi-square test for independence due to the low 
expected frequency observed in each cell. In such instances (i.e. 2x2), Pallant (2007) 
asserts that Fisher’s exact probability test provides a more accurate statistic than Chi-
square when this assumption is violated. Results indicated no significant association 
between sex (control, experimental) and frequency of formal home practice (< 3 days, ≥3 
days), p = 0.63.  
 
An independent-sample t-test was conducted to explore whether time spent engaging in 
formal home practice during the course was influenced by sex. The assumptions of 
normality and homogeneity of variances were met, as assessed by Shapiro Wilk’s test of 
normality (p > .05), and Levene’s test for equality of variances (p > .316) respectively. No 
significant outliers were observed. Results indicated no statistically significant difference 
in average time spent engaging in formal home practice for men (M =9.92, SD = 7.10) and 
women (M =13.68, SD = 5.94; t (28) = - 1.569, p = .128, d = .57 (medium effect; Cohen, 
1988). 
 
An independent-sample t-test was conducted to explore whether frequency of informal 
home practice during the course was influenced by sex. The assumptions of normality and 
homogeneity of variances were met, as assessed by Shapiro Wilk’s test of normality (p > 
.05), and Levene’s test for equality of variances (p > .572) respectively. No significant 
outliers were observed. Results indicated no significant difference in the frequency of 
informal home practice for men (M = 24.16, SD = 21.27) and women (M = 31.83, SD = 
21.93; t (28) = - .949, p = .572, d = .35 (medium effect; Cohen, 1988). 
 
A chi-square test of independence was conducted to explore whether frequency of home 
practice at follow-up was influenced by sex.  All expected frequencies were not greater 
than five, therefore failing the assumptions underlying the test. As such, Fisher’s exact 
probability test was chosen instead of the Chi-square test for independence due to the low 
expected frequency observed in each cell. Results indicated no significant association 
between sex and frequency of home practice at follow-up (< 3 days, ≥3 days), p = .709. 
Previous meditation experience 
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A chi-square test of independence was conducted to explore whether frequency of formal 
home practice during the course was influenced by whether or not participants reported 
previous meditation experience.  All expected frequencies were not greater than five, 
therefore failing the assumptions underlying the test. Fisher’s exact probability test was 
chosen instead of the Chi-square test for independence due to the low expected frequency 
observed in each cell. Results indicated no significant association between previous 
meditation experience and frequency of formal home practice during the course (< 3 days, 
≥ 3 days), p = .620.  
 
An independent-sample t-test was conducted to explore whether time spent engaging in 
formal home practice during the course was influenced by whether or not participants 
reported previous meditation experience. The assumptions of normality and homogeneity 
of variances were met, as assessed by Shapiro Wilk’s test of normality (p > .05), and 
Levene’s test for equality of variances (p > . 05) respectively. No significant outliers were 
observed. Results indicated no statistically significant difference in average time spent 
engaging in formal home practice for participants with no previous meditation experience 
(M = 11.30, SD = 6.56) and for participants with previous meditation experience (M = 
15.65, SD = 5.95); t (28) = - 1.473, p = .152, d = .57 (medium effect; Cohen, 1988). 
 
An independent-sample t-test was conducted to explore whether frequency of informal 
home practice during the course was influenced by whether or not participants reported 
previous meditation experience. The assumptions of normality and homogeneity of 
variances were met, as assessed by Shapiro Wilk’s test of normality (p > .05), and 
Levene’s test for equality of variances (p > .05) respectively. No significant outliers were 
observed. Results indicated no significant difference in the frequency of informal home 
practice for participants with no previous meditation experience (M = 27.50, SD = 21.27) 
and for participants with previous meditation experience (M = 33.83, SD = 16.50); t (28) = 
- .634, p = .531, d = .33 (medium effect; Cohen, 1988). 
 
A chi-square test of independence was conducted to explore whether frequency of home 
practice at follow-up was influenced by previous meditation experience.  All expected 
frequencies were < 5, therefore failing the assumptions underlying the test. Fisher’s exact 
probability test was chosen instead of the Chi-square test for independence due to the low 
expected frequency observed in each cell. Results indicated no significant association 
between previous meditation experience and frequency of home practice at follow-up (< 3 
days, ≥3 days), p = .545.  
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Previous psychological support 
A chi-square test of independence was conducted to explore whether frequency of formal 
home practice during the course was influenced by whether or not participants had 
received previous psychological support..  All expected frequencies were > 5. There was 
no statistically significant association between group and frequency of practice ( ≥ 3 days 
of < 3 days) during the course, X
2
 (1) = 2.625, p = .105. The association was small as 
assessed by Cramer’s V = 0.10 (Cohen, 1988). 
 
An independent-sample t-test was conducted to explore whether time spent engaging in 
formal home practice during the course was influenced by whether or not participants had 
received previous psychological support.. The assumptions of normality and homogeneity 
of variances were met, as assessed by Shapiro Wilk’s test of normality (p > .05), and 
Levene’s test for equality of variances (p > .05) respectively. No significant outliers were 
observed. Results indicated no statistically significant difference in average time spent 
engaging in formal home practice for participants who reported no previous psychological 
support (M =13.55, SD = 6.12) and participants who reported previous psychological 
support (M =10.96, SD = 6.93); t (28) = .908, p = .291, d = .39 (small effect; Cohen, 1988). 
 
An independent-sample t-test was conducted to explore whether frequency of informal 
home practice during the course was influenced by whether or not participants had 
received previous psychological support. The assumptions of normality and homogeneity 
of variances were met, as assessed by Shapiro Wilk’s test of normality (p > .05), and 
Levene’s test for equality of variances (p > .05) respectively. No significant outliers were 
observed. Results indicated no statistically significant difference in frequency of informal 
home practice during the course for participants who reported no previous psychological 
support (M = 31.21, SD = 22.33) and participants who reported previous psychological 
support (M = 26.62, SD = 21.51); t (28) = .573, p = .571, d = .20 (small effect; Cohen, 
1988). 
 
A chi-square test of independence was conducted to explore whether frequency of home 
practice at follow-up was influenced by whether or not participants had received previous 
psychological support..  All expected frequencies were >5. There was no statistically 
significant association between group and frequency of practice ( ≥ 3 days of < 3 days) at 
follow-up, X
2
 (1) = .201, p = .654. The association was small as assessed by Cramer’s V = 
0.08 (Cohen, 1988). 
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Appendix 20: CONSORT Trial Features & Characteristics 
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Appendix 21: CONSORT trial features & characteristics 
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Study design features of MBI as recommended by van Dam et al (2018) 
  
Teacher information Clinical psychologist 20+ years’ experience in mental/physical health settings 
 20+ years of regular personal mindfulness practice  
 Yearly meditation retreats 
 Formal mindfulness training, including regular CPD 
 Received expert mindfulness supervision throughout trial from a UK 
Mindfulness Network approved supervisor 
 Unblinded to experimental hypotheses 
  
Practice information Clinical Health Psychology (Hospital based service) 
 Courses took place in a private rented central London location  
 Eight weekly sessions, each session was two hours in duration 
 Four groups in total were run comprising 44 participants 
 Guided Meditations: Mindfulness of the breath, Body Scan, Mindfulness of 
Movement & Sitting Meditation 
 Informal Home practice: Mindfulness of Routine Experiences, Pleasant 
Experiences Diary, Unpleasant Experiences Diary & Three Step Breathing Space 
 Home Practice reviewed in each session via group discussion 
 Home Practice logs collected by chief researcher at each session 
 Home Practice resources used: Participant handbook, CD & MP3 downloads 
 Average frequency of daily formal home practice (Session 1-7) across the trial = 
3.41 days 
 Average duration of daily formal home practice across the trial (Session 1-7) = 
12.81 minutes per day 
  
General information Structural equivalent group used 
 Randomisation carried out by independent researcher using 1:1 ratio following 
permuted block design procedures, using block sizes of four. No stratification 
criteria were used 
 Treatment allocation was carried out using opaque sealed envelopes 
 Adverse events monitored and reported 
 Facilitator adherence not assessed 
  
Participant info Inclusion criteria: English speaking; 18 years and older; living with at least one 
long-term physical health condition & able to attend a minimum of 6 sessions of 
the 8-week intervention 
 Exclusion criteria: Individuals with significant cognitive impairment, severe 
psychiatric difficulties (such as personality or psychotic disorders, known at the 
time of referral), and significant risk of self-harm or suicide were excluded from 
the group. Individuals currently receiving psychological therapy or part of 
another mindfulness-based intervention were not offered this treatment 
 Prior meditation experience: 84.1% of the sample were meditation naïve; 15.9% 
of the sample had some previous meditation experience (defined as either regular 
guided or self-guided practice of more than one week in duration) 
 
  
Conflicts of interest Chief researcher is currently employed by the site/department where this 
research was undertaken 
 Facilitator is currently employed by the site/department where this research was 
undertaken 
 
 
 
 
 
.  
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Appendix 22: SPSS Output for Research Objective 1
 331 
 
GLM locfHPSE1 locfHPSE4 locfHPSE7 BY Group 
  /WSFACTOR=time 3 Polynomial 
  /MEASURE=HPSE 
  /METHOD=SSTYPE(3) 
  /SAVE=SRESID 
  /PLOT=PROFILE(time*Group) 
  /PRINT=DESCRIPTIVE ETASQ HOMOGENEITY 
  /CRITERIA=ALPHA(.05) 
  /WSDESIGN=time 
  /DESIGN=Group. 
 
 
 
 
 
 
Within-Subjects 
Factors 
Measure:   HPSE   
time 
Dependent 
Variable 
1 locfHPSE1 
2 locfHPSE4 
3 locfHPSE7 
 
 
 332 
Between-Subjects Factors 
 Value Label N 
Group .00 Control 23 
1.00 Experiment
al 
21 
 
 
Descriptive Statistics 
 
Group Mean 
Std. 
Deviation N 
locfHPSE
1 
Control 182.6087 49.19510 23 
Experiment
al 
165.2381 48.43749 21 
Total 174.3182 49.05610 44 
locfHPSE
4 
Control 197.8261 45.22233 23 
Experiment
al 
195.7143 50.05711 21 
Total 196.8182 47.04143 44 
locfHPSE
7 
Control 198.2609 48.20903 23 
Experiment
al 
197.6190 55.12756 21 
Total 197.9545 51.01662 44 
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Box's Test of 
Equality of 
Covariance 
Matricesa 
Box's 
M 
31.115 
F 4.781 
df1 6 
df2 12476.336 
Sig. .000 
Tests the null 
hypothesis that the 
observed covariance 
matrices of the 
dependent variables 
are equal across 
groups. 
a. Design: Intercept 
+ Group  
 Within Subjects 
Design: time 
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Multivariate Testsa 
Effect Value F 
Hypothesi
s df 
Error 
df Sig. 
Partial Eta 
Squared 
time Pillai's Trace .219 5.742b 2.000 41.000 .006 .219 
Wilks' 
Lambda 
.781 5.742b 2.000 41.000 .006 .219 
Hotelling's 
Trace 
.280 5.742b 2.000 41.000 .006 .219 
Roy's Largest 
Root 
.280 5.742b 2.000 41.000 .006 .219 
time * 
Group 
Pillai's Trace .031 .660b 2.000 41.000 .522 .031 
Wilks' 
Lambda 
.969 .660b 2.000 41.000 .522 .031 
Hotelling's 
Trace 
.032 .660b 2.000 41.000 .522 .031 
Roy's Largest 
Root 
.032 .660b 2.000 41.000 .522 .031 
a. Design: Intercept + Group  
 Within Subjects Design: time 
b. Exact statistic 
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Tests of Within-Subjects Effects 
Measure:   HPSE   
Source 
Type III 
Sum of 
Squares df 
Mean 
Square F Sig. 
Partial Eta 
Squared 
time Sphericity 
Assumed 
16102.042 2 8051.021 6.872 .002 .141 
Greenhouse-
Geisser 
16102.042 1.843 8734.788 6.872 .002 .141 
Huynh-Feldt 16102.042 1.970 8173.330 6.872 .002 .141 
Lower-bound 16102.042 1.000 16102.042 6.872 .012 .141 
time * 
Group 
Sphericity 
Assumed 
1883.860 2 941.930 .804 .451 .019 
Greenhouse-
Geisser 
1883.860 1.843 1021.928 .804 .442 .019 
Huynh-Feldt 1883.860 1.970 956.240 .804 .449 .019 
Lower-bound 1883.860 1.000 1883.860 .804 .375 .019 
Error(time) Sphericity 
Assumed 
98411.594 84 1171.567    
Greenhouse-
Geisser 
98411.594 77.424 1271.067    
Huynh-Feldt 98411.594 82.743 1189.365    
Lower-bound 98411.594 42.000 2343.133    
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Tests of Within-Subjects Contrasts 
Measure:   HPSE   
Source time 
Type III 
Sum of 
Squares df 
Mean 
Square F Sig. 
Partial Eta 
Squared 
time Linear 12663.279 1 12663.279 8.419 .006 .167 
Quadrati
c 
3438.763 1 3438.763 4.099 .049 .089 
time * 
Group 
Linear 1536.006 1 1536.006 1.021 .318 .024 
Quadrati
c 
347.854 1 347.854 .415 .523 .010 
Error(time) Linear 63173.085 42 1504.121    
Quadrati
c 
35238.509 42 839.012    
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Levene's Test of Equality of Error Variancesa 
 F df1 df2 Sig. 
locfHPS
E1 
.270 1 42 .606 
locfHPS
E4 
.000 1 42 .999 
locfHPS
E7 
.371 1 42 .546 
Tests the null hypothesis that the error variance 
of the dependent variable is equal across 
groups. 
a. Design: Intercept + Group  
 Within Subjects Design: time 
 
 
Tests of Between-Subjects Effects 
Measure:   HPSE   
Transformed Variable:   Average   
Source 
Type III Sum 
of Squares df 
Mean 
Square F Sig. 
Partial Eta 
Squared 
Intercept 4732581.87
5 
1 
4732581.87
5 
952.081 .000 .958 
Group 1481.875 1 1481.875 .298 .588 .007 
Error 208772.671 42 4970.778    
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GLM locfExpectation1 locfExectation4 BY Group 
  /WSFACTOR=time 2 Polynomial 
  /MEASURE=treatmentexpectation 
  /METHOD=SSTYPE(3) 
  /SAVE=SRESID 
  /PLOT=PROFILE(time*Group) 
  /PRINT=DESCRIPTIVE ETASQ HOMOGENEITY 
  /CRITERIA=ALPHA(.05) 
  /WSDESIGN=time 
  /DESIGN=Group. 
 
 
 
Within-Subjects 
Factors 
Measure:   
treatmentexpectatio
n   
time 
Dependent 
Variable 
1 locfExpectat
ion1 
2 locfExectati
on4 
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Between-Subjects Factors 
 Value Label N 
Group .00 Control 23 
1.00 Experiment
al 
21 
 
 
Descriptive Statistics 
 
Group Mean 
Std. 
Deviation N 
locfExpectatio
n1 
Control 177.3913 61.95434 23 
Experiment
al 
201.4286 44.64143 21 
Total 188.8636 55.11999 44 
locfExectation
4 
Control 181.3043 57.54874 23 
Experiment
al 
201.4286 46.61392 21 
Total 190.9091 52.99487 44 
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Box's Test of 
Equality of 
Covariance 
Matricesa 
Box's 
M 
5.592 
F 1.768 
df1 3 
df2 444257.937 
Sig. .151 
Tests the null 
hypothesis that the 
observed covariance 
matrices of the 
dependent variables 
are equal across 
groups. 
a. Design: Intercept + 
Group  
 Within Subjects 
Design: time 
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Multivariate Testsa 
Effect Value F 
Hypothesis 
df Error df Sig. 
Partial Eta 
Squared 
time Pillai's Trace .002 .074b 1.000 42.000 .788 .002 
Wilks' Lambda .998 .074b 1.000 42.000 .788 .002 
Hotelling's Trace .002 .074b 1.000 42.000 .788 .002 
Roy's Largest 
Root 
.002 .074b 1.000 42.000 .788 .002 
time * Group Pillai's Trace .002 .074b 1.000 42.000 .788 .002 
Wilks' Lambda .998 .074b 1.000 42.000 .788 .002 
Hotelling's Trace .002 .074b 1.000 42.000 .788 .002 
Roy's Largest 
Root 
.002 .074b 1.000 42.000 .788 .002 
a. Design: Intercept + Group  
 Within Subjects Design: time 
b. Exact statistic 
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Mauchly's Test of Sphericitya 
Measure:   treatmentexpectation   
Within Subjects 
Effect 
Mauchly's 
W 
Approx. Chi-
Square df Sig. 
Epsilonb 
Greenhouse-
Geisser Huynh-Feldt Lower-bound 
time 1.000 .000 0 . 1.000 1.000 1.000 
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Tests of Within-Subjects Effects 
Measure:   treatmentexpectation   
Source 
Type III Sum of 
Squares df Mean Square F Sig. 
Partial Eta 
Squared 
time Sphericity Assumed 
84.042 1 84.042 .074 .788 .002 
Greenhouse-
Geisser 
84.042 1.000 84.042 .074 .788 .002 
Huynh-Feldt 84.042 1.000 84.042 .074 .788 .002 
Lower-bound 84.042 1.000 84.042 .074 .788 .002 
time * Group Sphericity Assumed 
84.042 1 84.042 .074 .788 .002 
Greenhouse-
Geisser 
84.042 1.000 84.042 .074 .788 .002 
Huynh-Feldt 84.042 1.000 84.042 .074 .788 .002 
Lower-bound 84.042 1.000 84.042 .074 .788 .002 
Error(time) Sphericity Assumed 
47973.913 42 1142.236    
Greenhouse-
Geisser 
47973.913 42.000 1142.236    
Huynh-Feldt 47973.913 42.000 1142.236    
Lower-bound 47973.913 42.000 1142.236    
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Tests of Within-Subjects Contrasts 
Measure:   treatmentexpectation   
Source time 
Type III 
Sum of 
Squares df 
Mean 
Square F Sig. 
Partial Eta 
Squared 
time Linea
r 
84.042 1 84.042 .074 .788 .002 
time * 
Group 
Linea
r 
84.042 1 84.042 .074 .788 .002 
Error(time) Linea
r 
47973.913 42 1142.236    
 
 
 
 
Levene's Test of Equality of Error Variancesa 
 F df1 df2 Sig. 
locfExpectatio
n1 
2.060 1 42 .159 
locfExectation
4 
.369 1 42 .547 
Tests the null hypothesis that the error variance of the 
dependent variable is equal across groups. 
a. Design: Intercept + Group  
 Within Subjects Design: time 
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Tests of Between-Subjects Effects 
Measure:   treatmentexpectation   
Transformed Variable:   Average   
Source 
Type III 
Sum of 
Squares df 
Mean 
Square F Sig. 
Partial Eta 
Squared 
Intercep
t 
3183204.14
3 
1 
3183204.14
3 
693.996 .000 .943 
Group 10704.143 1 10704.143 2.334 .134 .053 
Error 192644.720 42 4586.779    
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REGRESSION 
  /DESCRIPTIVES MEAN STDDEV CORR SIG N 
  /MISSING LISTWISE 
  /STATISTICS COEFF OUTS CI(95) R ANOVA COLLIN TOL ZPP 
  /CRITERIA=PIN(.05) POUT(.10) 
  /NOORIGIN 
  /DEPENDENT HPAvDays 
  /METHOD=ENTER locfHPSE4 locfExectation4 
  /PARTIALPLOT ALL 
  /RESIDUALS DURBIN HISTOGRAM(ZRESID) NORMPROB(ZRESID) 
  /CASEWISE PLOT(ZRESID) OUTLIERS(3) 
  /SAVE PRED COOK LEVER SRESID SDRESID. 
 
Descriptive Statistics 
 Mean 
Std. 
Deviation N 
HPAvDays 3.4143 1.68616 30 
locfHPSE4 202.0000 43.26343 30 
locfExectation
4 
199.0000 49.50444 30 
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Correlations 
 
HPAvDay
s 
locfHPSE
4 
locfExectati
on4 
Pearson 
Correlation 
HPAvDays 1.000 .409 -.252 
locfHPSE4 .409 1.000 .117 
locfExectation
4 
-.252 .117 1.000 
Sig. (1-tailed) HPAvDays . .012 .089 
locfHPSE4 .012 . .269 
locfExectation
4 
.089 .269 . 
N HPAvDays 30 30 30 
locfHPSE4 30 30 30 
locfExectation
4 
30 30 30 
 
 
 
 
Variables Entered/Removeda 
Model 
Variables 
Entered 
Variables 
Removed Method 
1 locfExectati
on4, 
locfHPSE4b 
. Enter 
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Model Summaryb 
Model R 
R 
Square 
Adjusted R 
Square 
Std. Error of 
the Estimate 
Durbin-
Watson 
1 .508a .258 .203 1.50507 2.596 
a. Predictors: (Constant), locfExectation4, locfHPSE4 
b. Dependent Variable: HPAvDays 
 
 
ANOVAa 
Model 
Sum of 
Squares df 
Mean 
Square F Sig. 
1 Regressio
n 
21.290 2 10.645 4.699 .018b 
Residual 61.161 27 2.265   
Total 82.451 29    
a. Dependent Variable: HPAvDays 
b. Predictors: (Constant), locfExectation4, locfHPSE4 
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Coefficientsa 
Model 
Unstandardized 
Coefficients 
Standar
dized 
Coeffici
ents 
t Sig. 
95.0% 
Confidence 
Interval for B Correlations 
Collinearity 
Statistics 
B 
Std. 
Error Beta 
Lower 
Bound 
Upper 
Bound 
Zero-
order 
Parti
al Part 
Tolera
nce VIF 
1 (Constan
t) 
1.979 1.654 
 
1.19
7 
.242 -1.414 5.372 
     
locfHPS
E4 
.017 .007 .444 2.66
1 
.013 .004 .031 .409 .456 .441 .986 1.014 
locfExect
ation4 
-.010 .006 -.304 -
1.82
2 
.079 -.022 .001 -.252 -.331 -.302 .986 1.014 
a. Dependent Variable: HPAvDays 
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Collinearity Diagnosticsa 
Model 
Dimensio
n 
Eigenvalu
e 
Condition 
Index 
Variance Proportions 
(Constant
) 
locfHPSE
4 
locfExectati
on4 
1 1 2.937 1.000 .00 .00 .01 
2 .044 8.132 .01 .38 .73 
3 .018 12.733 .99 .62 .26 
a. Dependent Variable: HPAvDays 
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Residuals Statisticsa 
 Minimum 
Maximu
m Mean 
Std. 
Deviation N 
Predicted Value 1.1884 4.7529 3.4143 .85681 30 
Std. Predicted Value -2.598 1.562 .000 1.000 30 
Standard Error of 
Predicted Value 
.282 .849 .455 .142 30 
Adjusted Predicted 
Value 
.2179 4.6295 3.4360 .91473 30 
Residual -2.67820 2.84527 .00000 1.45224 30 
Std. Residual -1.779 1.890 .000 .965 30 
Stud. Residual -1.836 2.220 -.007 1.037 30 
Deleted Residual -2.85047 3.92208 -.02162 1.68607 30 
Stud. Deleted 
Residual 
-1.926 2.409 -.004 1.070 30 
Mahal. Distance .055 8.261 1.933 1.994 30 
Cook's Distance .000 .621 .058 .121 30 
Centered Leverage 
Value 
.002 .285 .067 .069 30 
a. Dependent Variable: HPAvDays 
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REGRESSION 
 359 
  /DESCRIPTIVES MEAN STDDEV CORR SIG N 
  /MISSING LISTWISE 
  /STATISTICS COEFF OUTS CI(95) R ANOVA COLLIN TOL ZPP 
  /CRITERIA=PIN(.05) POUT(.10) 
  /NOORIGIN 
  /DEPENDENT HPAvTime 
  /METHOD=ENTER locfHPSE4 locfExectation4 
  /PARTIALPLOT ALL 
  /RESIDUALS DURBIN HISTOGRAM(ZRESID) NORMPROB(ZRESID) 
  /CASEWISE PLOT(ZRESID) OUTLIERS(3) 
  /SAVE PRED COOK LEVER SRESID SDRESID. 
 
 
 
Descriptive Statistics 
 Mean 
Std. 
Deviation N 
HPAvTime 12.1770 6.58585 30 
locfHPSE4 202.0000 43.26343 30 
locfExectatio
n4 
199.0000 49.50444 30 
 
 
 
 
 
 
 360 
Correlations 
 
HPAvTim
e 
locfHPSE
4 
locfExectati
on4 
Pearson 
Correlation 
HPAvTime 1.000 .343 -.261 
locfHPSE4 .343 1.000 .117 
locfExectatio
n4 
-.261 .117 1.000 
Sig. (1-tailed) HPAvTime . .032 .082 
locfHPSE4 .032 . .269 
locfExectatio
n4 
.082 .269 . 
N HPAvTime 30 30 30 
locfHPSE4 30 30 30 
locfExectatio
n4 
30 30 30 
 
 
Variables Entered/Removeda 
Model 
Variables 
Entered 
Variables 
Removed Method 
1 locfExectati
on4, 
locfHPSE4b 
. Enter 
a. Dependent Variable: HPAvTime 
b. All requested variables entered. 
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Model Summaryb 
Model R 
R 
Square 
Adjusted R 
Square 
Std. Error of 
the Estimate 
Durbin-
Watson 
1 .457a .209 .151 6.07006 1.641 
a. Predictors: (Constant), locfExectation4, locfHPSE4 
b. Dependent Variable: HPAvTime 
 
 
ANOVAa 
Model 
Sum of 
Squares df 
Mean 
Square F Sig. 
1 Regressio
n 
262.997 2 131.498 3.569 .042b 
Residual 994.830 27 36.846   
Total 1257.827 29    
a. Dependent Variable: HPAvTime 
b. Predictors: (Constant), locfExectation4, locfHPSE4 
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Coefficientsa 
Model 
Unstandardized 
Coefficients 
Standardi
zed 
Coefficien
ts 
t Sig. 
95.0% Confidence 
Interval for B Correlations 
Collinearity 
Statistics 
B Std. Error Beta 
Lower 
Bound 
Upper 
Bound 
Zero-
order Partial Part 
Toleran
ce VIF 
1 (Constant) 8.618 6.669  1.292 .207 -5.065 22.301      
locfHPSE4 .058 .026 .378 2.195 .037 .004 .111 .343 .389 .376 .986 1.014 
locfExectat
ion4 
-.041 .023 -.305 -1.769 .088 -.088 .006 -.261 -.322 -.303 .986 1.014 
a. Dependent Variable: HPAvTime 
 
 
Collinearity Diagnosticsa 
Model 
Dimensio
n 
Eigenvalu
e 
Condition 
Index 
Variance Proportions 
(Constant
) 
locfHPSE
4 
locfExectati
on4 
1 1 2.937 1.000 .00 .00 .01 
2 .044 8.132 .01 .38 .73 
3 .018 12.733 .99 .62 .26 
a. Dependent Variable: HPAvTime 
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* Chart Builder. 
GGRAPH 
  /GRAPHDATASET NAME="graphdataset" VARIABLES=PRE_19 SRE_102 MISSING=LISTWISE REPORTMISSING=NO 
  /GRAPHSPEC SOURCE=INLINE. 
BEGIN GPL 
  SOURCE: s=userSource(id("graphdataset")) 
  DATA: PRE_19=col(source(s), name("PRE_19")) 
  DATA: SRE_102=col(source(s), name("SRE_102")) 
  GUIDE: axis(dim(1), label("Unstandardized Predicted Value")) 
  GUIDE: axis(dim(2), label("Studentized Residual")) 
  ELEMENT: point(position(PRE_19*SRE_102)) 
END GPL. 
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REGRESSION 
  /DESCRIPTIVES MEAN STDDEV CORR SIG N 
  /MISSING LISTWISE 
  /STATISTICS COEFF OUTS CI(95) R ANOVA COLLIN TOL ZPP 
  /CRITERIA=PIN(.05) POUT(.10) 
  /NOORIGIN 
  /DEPENDENT HPInformal 
  /METHOD=ENTER locfHPSE4 locfExectation4 
  /PARTIALPLOT ALL 
  /RESIDUALS DURBIN HISTOGRAM(ZRESID) NORMPROB(ZRESID) 
  /CASEWISE PLOT(ZRESID) OUTLIERS(3) 
  /SAVE PRED COOK LEVER SRESID SDRESID. 
 
 
 
Descriptive Statistics 
 Mean 
Std. 
Deviation N 
HPInformal 28.7667 21.64236 30 
locfHPSE4 202.0000 43.26343 30 
locfExectatio
n4 
199.0000 49.50444 30 
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Correlations 
 
HPInform
al 
locfHPSE
4 
locfExectati
on4 
Pearson 
Correlation 
HPInformal 1.000 .189 -.287 
locfHPSE4 .189 1.000 .117 
locfExectatio
n4 
-.287 .117 1.000 
Sig. (1-tailed) HPInformal . .159 .062 
locfHPSE4 .159 . .269 
locfExectatio
n4 
.062 .269 . 
N HPInformal 30 30 30 
locfHPSE4 30 30 30 
locfExectatio
n4 
30 30 30 
 
 
Variables Entered/Removeda 
Model 
Variables 
Entered 
Variables 
Removed Method 
1 locfExectati
on4, 
locfHPSE4b 
. Enter 
a. Dependent Variable: HPInformal 
b. All requested variables entered. 
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ANOVAa 
Model 
Sum of 
Squares df 
Mean 
Square F Sig. 
1 Regressio
n 
1801.797 2 900.899 2.065 .146b 
Residual 11781.569 27 436.354   
Total 13583.367 29    
a. Dependent Variable: HPInformal 
b. Predictors: (Constant), locfExectation4, locfHPSE4 
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Coefficientsa 
Model 
Unstandardized 
Coefficients 
Standar
dized 
Coeffici
ents 
t Sig. 
95.0% Confidence 
Interval for B Correlations 
Collinearity 
Statistics 
B 
Std. 
Error Beta 
Lower 
Bound 
Upper 
Bound 
Zero-
order 
Parti
al Part 
Tolera
nce VIF 
1 (Constan
t) 
33.281 22.950  1.450 .159 -13.808 80.370      
locfHPSE
4 
.113 .090 .225 1.249 .222 -.072 .298 .189 .234 .224 .986 1.014 
locfExect
ation4 
-.137 .079 -.314 
-
1.738 
.094 -.299 .025 -.287 -.317 -.312 .986 1.014 
a. Dependent Variable: HPInformal 
 
 
Collinearity Diagnosticsa 
Model 
Dimensio
n 
Eigenvalu
e 
Condition 
Index 
Variance Proportions 
(Constant
) 
locfHPSE
4 
locfExectati
on4 
1 1 2.937 1.000 .00 .00 .01 
2 .044 8.132 .01 .38 .73 
3 .018 12.733 .99 .62 .26 
a. Dependent Variable: HPInformal 
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Residuals Statisticsa 
 Minimum Maximum Mean Std. Deviation N 
Predicted Value 7.9271 40.8973 28.7667 7.88232 30 
Std. Predicted Value -2.644 1.539 .000 1.000 30 
Standard Error of 
Predicted Value 3.920 11.783 6.313 1.976 30 
Adjusted Predicted 
Value -1.1834 42.6170 29.0652 8.44404 30 
Residual -34.52877 47.10823 .00000 20.15592 30 
Std. Residual -1.653 2.255 .000 .965 30 
Stud. Residual -1.701 2.309 -.007 1.015 30 
Deleted Residual -36.54445 49.37599 -.29849 22.37680 30 
Stud. Deleted 
Residual 
-1.766 2.529 .003 1.048 30 
Mahal. Distance .055 8.261 1.933 1.994 30 
Cook's Distance .000 .231 .038 .050 30 
Centered Leverage 
Value 
.002 .285 .067 .069 30 
a. Dependent Variable: HPInformal 
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* Chart Builder. 
GGRAPH 
  /GRAPHDATASET NAME="graphdataset" VARIABLES=PRE_20 SRE_103 MISSING=LISTWISE REPORTMISSING=NO 
  /GRAPHSPEC SOURCE=INLINE. 
BEGIN GPL 
  SOURCE: s=userSource(id("graphdataset")) 
  DATA: PRE_20=col(source(s), name("PRE_20")) 
  DATA: SRE_103=col(source(s), name("SRE_103")) 
  GUIDE: axis(dim(1), label("Unstandardized Predicted Value")) 
  GUIDE: axis(dim(2), label("Studentized Residual")) 
  ELEMENT: point(position(PRE_20*SRE_103)) 
END GPL. 
 
 
 379 
 
  
 380 
LOGISTIC REGRESSION VARIABLES HPBinaryVariableFU 
  /METHOD=ENTER locfHPSE7 
  /SAVE=PRED 
  /CLASSPLOT 
  /CASEWISE OUTLIER(2) 
  /PRINT=GOODFIT CI(95) 
  /CRITERIA=PIN(0.05) POUT(0.10) ITERATE(20) CUT(0.5). 
 
 
 
Case Processing Summary 
Unweighted Casesa N Percent 
Selected 
Cases 
Included in 
Analysis 
30 68.2 
Missing Cases 14 31.8 
Total 44 100.0 
Unselected Cases 0 .0 
Total 44 100.0 
a. If weight is in effect, see classification table for 
the total number of cases. 
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Dependent Variable 
Encoding 
Original Value 
Internal 
Value 
less than 3 
days 
0 
3 or more days 1 
 
 
Classification Tablea,b 
 
Observed 
Predicted 
 HPBinaryVariableFU 
Percentage 
Correct 
 less than 3 
days 
3 or more 
days 
Step 0 HPBinaryVariable
FU 
less than 3 
days 
18 0 100.0 
3 or more days 12 0 .0 
Overall Percentage   60.0 
a. Constant is included in the model. 
b. The cut value is .500 
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Variables in the Equation 
 B S.E. Wald df Sig. Exp(B) 
Step 0 Constan
t 
-.405 .373 1.184 1 .277 .667 
 
 
Variables not in the Equation 
 Score df Sig. 
Step 0 Variables locfHPSE
7 
6.379 1 .012 
Overall Statistics 6.379 1 .012 
 
 
Omnibus Tests of Model 
Coefficients 
 
Chi-
square df Sig. 
Step 1 Step 7.673 1 .006 
Block 7.673 1 .006 
Model 7.673 1 .006 
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Model Summary 
Step 
-2 Log 
likelihood 
Cox & Snell 
R Square 
Nagelkerke 
R Square 
1 32.707a .226 .305 
 
 
 
Hosmer and Lemeshow 
Test 
Step 
Chi-
square df Sig. 
1 2.223 7 .946 
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Classification Tablea 
 
Observed 
Predicted 
 HPBinaryVariableFU 
Percentage 
Correct 
 less than 3 
days 
3 or more 
days 
Step 1 HPBinaryVariable
FU 
less than 3 
days 
13 5 72.2 
3 or more days 4 8 66.7 
Overall Percentage   70.0 
 
 
 
 
Variables in the Equation 
 B S.E. Wald df Sig. Exp(B) 
95% C.I.for 
EXP(B) 
Lower Upper 
Step 1a locfHPSE
7 
.029 .013 4.853 1 .028 1.029 1.003 1.056 
Constant -6.475 2.870 5.089 1 .024 .002   
a. Variable(s) entered on step 1: locfHPSE7. 
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LOGISTIC REGRESSION VARIABLES HPBinaryVariableFU 
  /METHOD=ENTER locfExectation4 
  /SAVE=PRED 
  /CLASSPLOT 
  /CASEWISE OUTLIER(2) 
  /PRINT=GOODFIT CI(95) 
  /CRITERIA=PIN(0.05) POUT(0.10) ITERATE(20) CUT(0.5). 
 
 
 
Case Processing Summary 
Unweighted Casesa N Percent 
Selected 
Cases 
Included in 
Analysis 
30 68.2 
Missing Cases 14 31.8 
Total 44 100.0 
Unselected Cases 0 .0 
Total 44 100.0 
a. If weight is in effect, see classification table for 
the total number of cases. 
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Dependent Variable 
Encoding 
Original Value 
Internal 
Value 
less than 3 
days 
0 
3 or more days 1 
 
 
 
 
 
Classification Tablea,b 
 
Observed 
Predicted 
 HPBinaryVariableFU 
Percentage 
Correct 
 less than 3 
days 
3 or more 
days 
Step 0 HPBinaryVariable
FU 
less than 3 
days 
18 0 100.0 
3 or more days 12 0 .0 
Overall Percentage   60.0 
a. Constant is included in the model. 
b. The cut value is .500 
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Variables in the Equation 
 B S.E. Wald df Sig. Exp(B) 
Step 0 Constan
t 
-.405 .373 1.184 1 .277 .667 
 
 
Variables not in the Equation 
 Score df Sig. 
Step 0 Variables locfExectation
4 
.078 1 .781 
Overall Statistics .078 1 .781 
 
 
Omnibus Tests of Model 
Coefficients 
 
Chi-
square df Sig. 
Step 1 Step .077 1 .781 
Block .077 1 .781 
Model .077 1 .781 
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Model Summary 
Step 
-2 Log 
likelihood 
Cox & Snell 
R Square 
Nagelkerke 
R Square 
1 40.303a .003 .003 
 
 
 
Hosmer and Lemeshow 
Test 
Step 
Chi-
square df Sig. 
1 5.114 4 .276 
 
 
Classification Tablea 
 
Observed 
Predicted 
 HPBinaryVariableFU 
Percentage 
Correct 
 less than 3 
days 
3 or more 
days 
Step 1 HPBinaryVariable
FU 
less than 3 
days 
18 0 100.0 
3 or more days 12 0 .0 
Overall Percentage   60.0 
a. The cut value is .500 
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Variables in the Equation 
 B S.E. Wald df Sig. Exp(B) 
95% C.I.for 
EXP(B) 
Lower Upper 
Step 1a locfExectation
4 
.002 .008 .077 1 .781 1.002 .987 1.017 
Constant -.830 1.573 .278 1 .598 .436   
a. Variable(s) entered on step 1: locfExectation4. 
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Appendix 23: SPSS Output Research Objective 2 
 
2: Did the narrative health communication intervention increase participants adherence to 
home practice recommendations relative to control?
 391 
T-TEST GROUPS=Group(0 1) 
  /MISSING=ANALYSIS 
  /VARIABLES=HPAvDays 
  /CRITERIA=CI(.95). 
 
 
 
Group Statistics 
 
Group N Mean 
Std. 
Deviation 
Std. Error 
Mean 
HPAvDay
s 
Control 15 3.4053 1.82103 .47019 
Experiment
al 
15 3.4233 1.60406 .41417 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 392 
Independent Samples Test 
 
Levene's Test for 
Equality of Variances t-test for Equality of Means 
F Sig. t df 
Sig. (2-
tailed) 
Mean 
Difference 
Std. Error 
Difference 
95% Confidence 
Interval of the 
Difference 
Lower Upper 
HPAvDa
ys 
Equal 
variances 
assumed 
.363 .552 -.029 28 .977 -.01800 .62659 -1.30150 1.26550 
Equal 
variances not 
assumed 
  -.029 27.561 .977 -.01800 .62659 -1.30243 1.26643 
 
 
 
 
 
 
 
 
 
 
 
 
 
 393 
CROSSTABS  
  /TABLES=Group BY HPBinaryVariable 
  /FORMAT=AVALUE TABLES 
  /STATISTICS=CHISQ PHI 
  /CELLS=COUNT EXPECTED ROW COLUMN ASRESID 
  /COUNT ROUND CELL. 
 
 
 
Case Processing Summary 
 
Cases 
Valid Missing Total 
N Percent N Percent N Percent 
Group * 
HPBinaryVariab
le 
30 68.2% 14 31.8% 44 100.0% 
 
 
 
 
 
 
 
 
 
 
 
 394 
Group * HPBinaryVariable Crosstabulation 
 
HPBinaryVariable 
Total 
less than 3 
days 3 or more days 
Group Control Count 6 9 15 
Expected Count 5.5 9.5 15.0 
% within Group 40.0% 60.0% 100.0% 
% within 
HPBinaryVariable 54.5% 47.4% 50.0% 
Adjusted Residual .4 -.4  
Experimental Count 5 10 15 
Expected Count 5.5 9.5 15.0 
% within Group 33.3% 66.7% 100.0% 
% within 
HPBinaryVariable 45.5% 52.6% 50.0% 
Adjusted Residual -.4 .4  
Total Count 11 19 30 
Expected Count 11.0 19.0 30.0 
% within Group 36.7% 63.3% 100.0% 
% within 
HPBinaryVariable 100.0% 100.0% 100.0% 
 
 395 
Chi-Square Tests 
 Value df 
Asymp. Sig. 
(2-sided) 
Exact Sig. 
(2-sided) 
Exact Sig. 
(1-sided) 
Pearson Chi-
Square 
.144a 1 .705   
Continuity 
Correctionb 
.000 1 1.000   
Likelihood Ratio .144 1 .705   
Fisher's Exact 
Test 
   1.000 .500 
Linear-by-Linear 
Association 
.139 1 .710   
N of Valid 
Cases 
30     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected 
count is 5.50. 
b. Computed only for a 2x2 table 
 
 
 
 
 
 
 
 
 
 
 396 
Symmetric Measures 
 Value 
Approx. 
Sig. 
Nominal by 
Nominal 
Phi .069 .705 
Cramer's 
V 
.069 .705 
N of Valid Cases 30  
 
 
 
 
 
 
 
T-TEST GROUPS=Group(0 1) 
  /MISSING=ANALYSIS 
  /VARIABLES=HPAvTime 
  /CRITERIA=CI(.95). 
 
 
Group Statistics 
 
Group N Mean 
Std. 
Deviation 
Std. Error 
Mean 
HPAvTim
e 
Control 15 12.2487 7.00670 1.80912 
Experimenta
l 
15 12.1053 6.38278 1.64803 
 397 
 
 
Independent Samples Test 
 
Levene's Test for 
Equality of Variances t-test for Equality of Means 
F Sig. t df 
Sig. (2-
tailed) 
Mean 
Difference 
Std. Error 
Difference 
95% Confidence Interval 
of the Difference 
Lower Upper 
HPAvTi
me 
Equal 
variances 
assumed 
.001 .977 .059 28 .954 .14333 2.44723 -4.86958 5.15625 
Equal 
variances not 
assumed 
  .059 27.760 .954 .14333 2.44723 -4.87154 5.15820 
 
 
 
 
 
 
 
 
 
 
 
 398 
T-TEST GROUPS=Group(0 1) 
  /MISSING=ANALYSIS 
  /VARIABLES=HPInformal 
  /CRITERIA=CI(.95). 
 
 
Group Statistics 
 
Group N Mean Std. Deviation Std. Error Mean 
HPInformal Control 15 29.9333 22.63205 5.84357 
Experimental 
15 27.6000 21.33341 5.50826 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 399 
Independent Samples Test 
 
Levene's Test for 
Equality of Variances t-test for Equality of Means 
F Sig. t df 
Sig. (2-
tailed) 
Mean 
Difference 
Std. Error 
Difference 
95% Confidence 
Interval of the 
Difference 
Lower Upper 
HPInfor
mal 
Equal 
variances 
assumed 
.209 .651 .291 28 .774 2.33333 8.03046 -14.11631 18.78298 
Equal 
variances not 
assumed 
  .291 27.903 .774 2.33333 8.03046 -14.11890 18.78556 
 
 
 
 
 
 
 
 
 
 
 
 
 
 400 
CROSSTABS 
  /TABLES=Group BY HPBinaryVariableFU 
  /FORMAT=AVALUE TABLES 
  /STATISTICS=CHISQ PHI 
  /CELLS=COUNT EXPECTED ROW COLUMN ASRESID 
  /COUNT ROUND CELL. 
 
 
 
Case Processing Summary 
 
Cases 
Valid Missing Total 
N Percent N Percent N Percent 
Group * 
HPBinaryVariab
leFU 
28 63.6% 16 36.4% 44 100.0% 
 
 
 
 
 
 
 
 
 401 
 
Group * HPBinaryVariableFU Crosstabulation 
 
HPBinaryVariableFU 
Total less than 3 days 3 or more days 
Group Control Count 9 6 15 
Expected Count 8.6 6.4 15.0 
% within Group 60.0% 40.0% 100.0% 
% within 
HPBinaryVariableFU 56.3% 50.0% 53.6% 
Adjusted Residual .3 -.3  
Experimental Count 7 6 13 
Expected Count 7.4 5.6 13.0 
% within Group 53.8% 46.2% 100.0% 
% within 
HPBinaryVariableFU 43.8% 50.0% 46.4% 
Adjusted Residual -.3 .3  
Total Count 16 12 28 
Expected Count 16.0 12.0 28.0 
% within Group 57.1% 42.9% 100.0% 
% within 
HPBinaryVariableFU 100.0% 100.0% 100.0% 
 
 402 
Chi-Square Tests 
 Value df 
Asymp. Sig. 
(2-sided) 
Exact Sig. 
(2-sided) 
Exact Sig. 
(1-sided) 
Pearson Chi-
Square 
.108a 1 .743   
Continuity 
Correctionb 
.000 1 1.000   
Likelihood Ratio .108 1 .743   
Fisher's Exact 
Test 
   1.000 .521 
Linear-by-Linear 
Association 
.104 1 .747   
N of Valid 
Cases 
28     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count 
is 5.57. 
b. Computed only for a 2x2 table 
 
 
 
 
 
 
 
 
 
 
 403 
Symmetric Measures 
 Value 
Approx. 
Sig. 
Nominal by 
Nominal 
Phi .062 .743 
Cramer's 
V 
.062 .743 
N of Valid Cases 28  
 
 404 
Appendix 24: Results SPSS Output Research Objective 3  
 
3: Did greater adherence to home practice lead to greater improvements in psychological 
outcomes (i.e. depression, anxiety and mindfulness) at course completion, and 3-months 
following the course
 405 
 
Case Processing Summary 
 
Cases 
Valid Missing Total 
N Percent N Percent N Percent 
PHQChangeE
nd 
30 68.2% 14 31.8% 44 100.0% 
 
 
Tests of Normality 
 
Kolmogorov-Smirnova Shapiro-Wilk 
Statistic df Sig. Statistic df Sig. 
PHQChangeE
nd 
.116 30 .200* .980 30 .819 
*. This is a lower bound of the true significance. 
a. Lilliefors Significance Correction 
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 407 
 
 
 
 
 408 
T-TEST GROUPS=HPBinaryVariable(0 1) 
  /MISSING=ANALYSIS 
  /VARIABLES=PHQChangeEnd 
  /CRITERIA=CI(.95). 
 
 
 
Group Statistics 
 HPBinaryVariab
le N Mean 
Std. 
Deviation 
Std. Error 
Mean 
PHQChangeE
nd 
less than 3 days 11 5.0909 6.44134 1.94214 
3 or more days 19 5.3158 5.80280 1.33125 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 409 
Independent Samples Test 
 
Levene's Test for 
Equality of Variances t-test for Equality of Means 
F Sig. t df 
Sig. (2-
tailed) 
Mean 
Differenc
e 
Std. Error 
Differenc
e 
95% Confidence 
Interval of the 
Difference 
Lower Upper 
PHQChan
geEnd 
Equal 
variances 
assumed 
.308 .583 -.098 28 .922 -.22488 2.28783 -4.91129 4.46153 
Equal 
variances 
not 
assumed 
  -.096 
19.24
4 
.925 -.22488 2.35460 -5.14888 4.69912 
 
 
 
 
 
 
 
 
 
 
 410 
T-TEST GROUPS=HPBinaryVariable(0 1) 
  /MISSING=ANALYSIS 
  /VARIABLES=GADChangeEnd 
  /CRITERIA=CI(.95). 
 
 
Group Statistics 
 HPBinaryVariab
le N Mean 
Std. 
Deviation 
Std. Error 
Mean 
GADChangeE
nd 
less than 3 days 11 4.5455 4.20389 1.26752 
3 or more days 19 5.5789 4.35017 .99800 
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Independent Samples Test 
 
Levene's Test for 
Equality of 
Variances t-test for Equality of Means 
F Sig. t df 
Sig. (2-
tailed) 
Mean 
Differenc
e 
Std. 
Error 
Differenc
e 
95% Confidence 
Interval of the 
Difference 
Lower Upper 
GADChan
geEnd 
Equal 
variances 
assumed 
.007 .936 -.635 28 .531 -1.03349 1.62856 -4.36945 2.30247 
Equal 
variances 
not 
assumed 
  -.641 
21.62
5 
.528 -1.03349 1.61326 -4.38256 2.31557 
 
 
 
 
 
 
 
 
 
 412 
 
EXAMINE VARIABLES=DescribeChangeEnd 
  /ID=ID 
  /PLOT BOXPLOT HISTOGRAM NPPLOT 
  /COMPARE GROUPS 
  /STATISTICS DESCRIPTIVES EXTREME 
  /CINTERVAL 95 
  /MISSING LISTWISE 
  /NOTOTAL. 
 
 
 
Case Processing Summary 
 
Cases 
Valid Missing Total 
N Percent N Percent N Percent 
DescribeChang
eEnd 
44 100.0% 0 0.0% 44 100.0% 
 
 
Tests of Normality 
 
Kolmogorov-Smirnova Shapiro-Wilk 
Statistic df Sig. Statistic df Sig. 
DescribeChang
eEnd 
.259 44 .000 .835 44 .000 
 
 
 413 
 
 
 
 414 
 
 
 
 
 415 
*Nonparametric Tests: Independent Samples. 
NPTESTS 
  /INDEPENDENT TEST (DescribeChangeEnd) GROUP (HPBinaryVariable) 
  /MISSING SCOPE=ANALYSIS USERMISSING=EXCLUDE 
  /CRITERIA ALPHA=0.05  CILEVEL=95. 
 
 
 416 
 
 417 
MEANS TABLES=DescribeChangeEnd BY HPBinaryVariable 
  /CELLS=COUNT MEDIAN. 
 
 
 
Case Processing Summary 
 
Cases 
Included Excluded Total 
N Percent N Percent N Percent 
DescribeChang
eEnd  * 
HPBinaryVariab
le 
30 68.2% 14 31.8% 44 100.0% 
 
 
Report 
DescribeChangeEnd   
HPBinaryVaria
ble N Median 
less than 3 
days 
11 .0000 
3 or more days 19 1.0000 
Total 30 1.0000 
 
 
 418 
 
  /COMPRESSED. 
EXAMINE VARIABLES=NonReactChangeEnd 
  /ID=ID 
  /PLOT BOXPLOT HISTOGRAM NPPLOT 
  /COMPARE GROUPS 
  /STATISTICS DESCRIPTIVES EXTREME 
  /CINTERVAL 95 
  /MISSING LISTWISE 
  /NOTOTAL. 
 
Case Processing Summary 
 
Cases 
Valid Missing Total 
N Percent N Percent N Percent 
NonReactChan
geEnd 
44 100.0% 0 0.0% 44 100.0% 
 
Tests of Normality 
 
Kolmogorov-Smirnova Shapiro-Wilk 
Statistic df Sig. Statistic df Sig. 
NonReactChan
geEnd 
.296 44 .000 .865 44 .000 
a. Lilliefors Significance Correction 
 
 419 
 
 
 
 420 
 
 
 
 
 421 
*Nonparametric Tests: Independent Samples. 
NPTESTS 
  /INDEPENDENT TEST (NonReactChangeEnd) GROUP (HPBinaryVariable) 
  /MISSING SCOPE=ANALYSIS USERMISSING=EXCLUDE 
  /CRITERIA ALPHA=0.05  CILEVEL=95. 
 
 
 
 422 
 
 423 
EXAMINE VARIABLES=NonJudgeChangeEnd 
  /ID=ID 
  /PLOT BOXPLOT HISTOGRAM NPPLOT 
  /COMPARE GROUPS 
  /STATISTICS DESCRIPTIVES EXTREME 
  /CINTERVAL 95 
  /MISSING LISTWISE 
  /NOTOTAL. 
 
 
 
Case Processing Summary 
 
Cases 
Valid Missing Total 
N Percent N Percent N Percent 
NonJudgeChan
geEnd 
44 100.0% 0 0.0% 44 100.0% 
 
 
 
Tests of Normality 
 
Kolmogorov-Smirnova Shapiro-Wilk 
Statistic df Sig. Statistic df Sig. 
NonJudgeChan
geEnd 
.239 44 .000 .893 44 .001 
a. Lilliefors Significance Correction 
 
 424 
 
 
 
 425 
 
 
 
 
 426 
 
*Nonparametric Tests: Independent Samples. 
NPTESTS 
  /INDEPENDENT TEST (NonJudgeChangeEnd) GROUP (HPBinaryVariable) 
  /MISSING SCOPE=ANALYSIS USERMISSING=EXCLUDE 
  /CRITERIA ALPHA=0.05  CILEVEL=95. 
 
 
 427 
 
 428 
EXAMINE VARIABLES=ActAwareChangeEnd 
  /ID=ID 
  /PLOT BOXPLOT HISTOGRAM NPPLOT 
  /COMPARE GROUPS 
  /STATISTICS DESCRIPTIVES EXTREME 
  /CINTERVAL 95 
  /MISSING LISTWISE 
  /NOTOTAL. 
 
 
Case Processing Summary 
 
Cases 
Valid Missing Total 
N Percent N Percent N Percent 
ActAwareChang
eEnd 
44 100.0% 0 0.0% 44 100.0% 
 
 
Tests of Normality 
 
Kolmogorov-Smirnova Shapiro-Wilk 
Statistic df Sig. Statistic df Sig. 
ActAwareChang
eEnd 
.246 44 .000 .880 44 .000 
a. Lilliefors Significance Correction 
 
 429 
 
 
 
 430 
 
 
 
 
 431 
 
*Nonparametric Tests: Independent Samples. 
NPTESTS 
  /INDEPENDENT TEST (ActAwareChangeEnd) GROUP (HPBinaryVariable) 
  /MISSING SCOPE=ANALYSIS USERMISSING=EXCLUDE 
  /CRITERIA ALPHA=0.05  CILEVEL=95. 
 
 
 432 
 
 433 
EXAMINE VARIABLES=ObserveChangeEnd 
  /ID=ID 
  /PLOT BOXPLOT HISTOGRAM NPPLOT 
  /COMPARE GROUPS 
  /STATISTICS DESCRIPTIVES EXTREME 
  /CINTERVAL 95 
  /MISSING LISTWISE 
  /NOTOTAL. 
 
 
 
Case Processing Summary 
 
Cases 
Valid Missing Total 
N Percent N Percent N Percent 
ObserveChang
eEnd 
44 100.0% 0 0.0% 44 100.0% 
 
 
Tests of Normality 
 
Kolmogorov-Smirnova Shapiro-Wilk 
Statistic df Sig. Statistic df Sig. 
ObserveChang
eEnd 
.319 44 .000 .750 44 .000 
a. Lilliefors Significance Correction 
 
 434 
 
 
 
 435 
 
 
 
 
 436 
*Nonparametric Tests: Independent Samples. 
NPTESTS 
  /INDEPENDENT TEST (ObserveChangeEnd) GROUP (HPBinaryVariable) 
  /MISSING SCOPE=ANALYSIS USERMISSING=EXCLUDE 
  /CRITERIA ALPHA=0.05  CILEVEL=95. 
 
 
 437   
 438 
EXAMINE VARIABLES=rtbPHQChangeFU 
  /ID=ID 
  /PLOT BOXPLOT HISTOGRAM NPPLOT 
  /COMPARE GROUPS 
  /STATISTICS DESCRIPTIVES EXTREME 
  /CINTERVAL 95 
  /MISSING LISTWISE 
  /NOTOTAL. 
 
 
 
Case Processing Summary 
 
Cases 
Valid Missing Total 
N Percent N Percent N Percent 
rtbPHQChange
FU 
30 68.2% 14 31.8% 44 100.0% 
 
 
 
 
 
 
 
 
 
 
 439 
Descriptives 
 Statistic 
Std. 
Error 
rtbPHQChange
FU 
Mean 4.0333 1.10847 
95% 
Confidence 
Interval for 
Mean 
Lower 
Bound 
1.7663  
Upper 
Bound 
6.3004  
5% Trimmed Mean 4.0185  
Median 3.0000  
Variance 36.861  
Std. Deviation 6.07132  
Minimum -11.00  
Maximum 18.00  
Range 29.00  
Interquartile Range 7.25  
Skewness .284 .427 
Kurtosis 1.262 .833 
 
 
 
 
 
 
 
 440 
 
Extreme Values 
 
Case 
Number ID Value 
rtbPHQChange
FU 
Highest 1 1 1.00 18.00 
2 31 31.00 17.00 
3 24 24.00 15.00 
4 41 41.00 10.00 
5 9 9.00 9.00 
Lowest 1 4 4.00 -11.00 
2 36 36.00 -6.00 
3 27 27.00 -2.00 
4 44 44.00 .00 
5 39 39.00 .00a 
a. Only a partial list of cases with the value .00 are shown in the 
table of lower extremes. 
 
 
Tests of Normality 
 
Kolmogorov-Smirnova Shapiro-Wilk 
Statistic df Sig. Statistic df Sig. 
rtbPHQChange
FU 
.153 30 .070 .946 30 .128 
a. Lilliefors Significance Correction 
 441 
 
 
 
 
 442 
 
 
 
 443 
 
 
 
 444 
 
 
 
 
 445 
T-TEST GROUPS=RTBHPBINARYFU(0 1) 
  /MISSING=ANALYSIS 
  /VARIABLES=rtbPHQChangeFU 
  /CRITERIA=CI(.95). 
 
 
Group Statistics 
 RTBHPBINAR
YFU N Mean 
Std. 
Deviation 
Std. Error 
Mean 
rtbPHQChange
FU 
.00 19 2.3158 5.14298 1.17988 
1.00 11 7.0000 6.63325 2.00000 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 446 
Independent Samples Test 
 
Levene's Test for 
Equality of Variances t-test for Equality of Means 
F Sig. t df 
Sig. (2-
tailed) 
Mean 
Difference 
Std. Error 
Difference 
95% Confidence 
Interval of the 
Difference 
Lower Upper 
rtbPHQChan
geFU 
Equal 
variances 
assumed 
1.291 .265 -2.162 28 .039 -4.68421 2.16711 -9.12334 -.24508 
Equal 
variances not 
assumed 
  -2.017 17.026 .060 -4.68421 2.32209 -9.58283 .21441 
 
EXAMINE VARIABLES=rtbGADChangeFU 
  /ID=ID 
  /PLOT BOXPLOT HISTOGRAM NPPLOT 
  /COMPARE GROUPS 
  /STATISTICS DESCRIPTIVES EXTREME 
  /CINTERVAL 95 
  /MISSING LISTWISE 
  /NOTOTAL. 
 
 
 
 
 447 
Case Processing Summary 
 
Cases 
Valid Missing Total 
N Percent N Percent N Percent 
rtbGADChange
FU 
30 68.2% 14 31.8% 44 100.0% 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 448 
Descriptives 
 Statistic 
Std. 
Error 
rtbGADChange
FU 
Mean 3.0333 .97259 
95% 
Confidence 
Interval for 
Mean 
Lower 
Bound 
1.0442  
Upper 
Bound 
5.0225  
5% Trimmed Mean 3.3333  
Median 2.5000  
Variance 28.378  
Std. Deviation 5.32712  
Minimum -10.00  
Maximum 11.00  
Range 21.00  
Interquartile Range 8.00  
Skewness -.702 .427 
Kurtosis .552 .833 
 
 
 
 
 
 
 449 
Extreme Values 
 
Case 
Number ID Value 
rtbGADChange
FU 
Highest 1 31 31.00 11.00 
2 12 12.00 10.00 
3 19 19.00 9.00 
4 24 24.00 9.00 
5 32 32.00 9.00a 
Lowest 1 29 29.00 -10.00 
2 4 4.00 -10.00 
3 39 39.00 -3.00 
4 42 42.00 -2.00 
5 27 27.00 -1.00 
a. Only a partial list of cases with the value 9.00 are shown in the 
table of upper extremes. 
 
 
 
Tests of Normality 
 
Kolmogorov-Smirnova Shapiro-Wilk 
Statistic df Sig. Statistic df Sig. 
rtbGADChange
FU 
.124 30 .200* .927 30 .040 
*. This is a lower bound of the true significance. 
a. Lilliefors Significance Correction 
 450 
 
 
 
 
 451 
 
 
 
 452 
 
 
 
 453 
 
 
 
 
 454 
T-TEST GROUPS=RTBHPBINARYFU(0 1) 
  /MISSING=ANALYSIS 
  /VARIABLES=rtbGADChangeFU 
  /CRITERIA=CI(.95). 
 
 
 
Group Statistics 
 RTBHPBINAR
YFU N Mean 
Std. 
Deviation 
Std. Error 
Mean 
rtbGADChange
FU 
.00 19 1.5789 5.59082 1.28262 
1.00 11 5.5455 3.88236 1.17058 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 455 
Independent Samples Test 
 
Levene's Test for 
Equality of Variances t-test for Equality of Means 
F Sig. t df 
Sig. (2-
tailed) 
Mean 
Difference 
Std. Error 
Difference 
95% Confidence 
Interval of the 
Difference 
Lower Upper 
rtbGADChang
eFU 
Equal 
variances 
assumed 
.545 .467 -2.074 28 .047 -3.96651 1.91233 -7.88373 -.04928 
Equal 
variances not 
assumed 
  -2.284 26.892 .030 -3.96651 1.73648 -7.53015 -.40287 
 
 
 
  
 456 
EXAMINE VARIABLES=ChangeDescribeFU ChangeNonReactFU ChaageNonJudgeFU ChangeActFU 
ChangeObserveFU 
  /ID=ID 
  /PLOT BOXPLOT HISTOGRAM NPPLOT 
  /COMPARE GROUPS 
  /STATISTICS DESCRIPTIVES EXTREME 
  /CINTERVAL 95 
  /MISSING LISTWISE 
  /NOTOTAL. 
 
 
 
Tests of Normality 
 
Kolmogorov-Smirnova Shapiro-Wilk 
Statistic df Sig. Statistic df Sig. 
ChangeDescrib
eFU 
.158 30 .056 .939 30 .086 
ChangeNonRea
ctFU 
.203 30 .003 .944 30 .115 
ChaageNonJud
geFU 
.180 30 .014 .946 30 .130 
ChangeActFU .177 30 .017 .945 30 .124 
ChangeObserv
eFU 
.172 30 .024 .931 30 .054 
a. Lilliefors Significance Correction 
 
 457 
 
 
 
 458 
 
 
 
 459 
 
 
 
 460 
 
 
 
 461 
 
 
 
 462 
 
 
 
 463 
 
 
 
 464 
 
 
 
 465 
 
 
 
 466 
 
 
 
 
 467 
T-TEST GROUPS=RTBHPBINARYFU(0 1) 
  /MISSING=ANALYSIS 
  /VARIABLES=ChangeDescribeFU 
  /CRITERIA=CI(.95). 
 
 
Group Statistics 
 RTBHPBINAR
YFU N Mean 
Std. 
Deviation 
Std. Error 
Mean 
ChangeDescrib
eFU 
.00 19 1.0526 3.22273 .73934 
1.00 11 .7273 2.41209 .72727 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 468 
Independent Samples Test 
 
Levene's Test for 
Equality of Variances t-test for Equality of Means 
F Sig. t df 
Sig. (2-
tailed) 
Mean 
Differenc
e 
Std. Error 
Differenc
e 
95% Confidence 
Interval of the 
Difference 
Lower Upper 
ChangeDesc
ribeFU 
Equal 
variances 
assumed 
.765 .389 .290 28 .774 .32536 1.12100 -1.97091 2.62163 
Equal 
variances 
not assumed 
  .314 
25.95
1 
.756 .32536 1.03709 -1.80660 2.45732 
 
 
T-TEST GROUPS=RTBHPBINARYFU(0 1) 
  /MISSING=ANALYSIS 
  /VARIABLES=ChangeDescribeFU 
  /CRITERIA=CI(.95). 
 
 
 
 
 
 469 
 
Group Statistics 
 RTBHPBINAR
YFU N Mean 
Std. 
Deviation 
Std. Error 
Mean 
ChangeDescrib
eFU 
.00 16 .5625 2.22017 .55504 
1.00 11 .7273 2.41209 .72727 
 
 
 
Independent Samples Test 
 
Levene's Test for 
Equality of Variances t-test for Equality of Means 
F Sig. t df 
Sig. (2-
tailed) 
Mean 
Difference 
Std. Error 
Difference 
95% Confidence 
Interval of the 
Difference 
Lower Upper 
ChangeDesc
ribeFU 
Equal 
variances 
assumed 
.042 .840 -.183 25 .856 -.16477 .90041 -2.01919 1.68965 
Equal 
variances 
not assumed 
  -.180 
20.42
3 
.859 -.16477 .91488 -2.07064 1.74110 
 
 
 
 470 
T-TEST GROUPS=RTBHPBINARYFU(0 1) 
  /MISSING=ANALYSIS 
  /VARIABLES=ChangeNonReactFU 
  /CRITERIA=CI(.95). 
 
 
 
Group Statistics 
 RTBHPBINAR
YFU N Mean 
Std. 
Deviation 
Std. Error 
Mean 
ChangeNonRea
ctFU 
.00 19 1.9474 3.29096 .75500 
1.00 11 .9091 3.11302 .93861 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 471 
Independent Samples Test 
 
Levene's Test for 
Equality of 
Variances t-test for Equality of Means 
F Sig. t df 
Sig. (2-
tailed) 
Mean 
Differen
ce 
Std. 
Error 
Differen
ce 
95% Confidence 
Interval of the 
Difference 
Lower Upper 
ChangeNo
nReactFU 
Equal 
variances 
assumed 
.002 .963 .849 28 .403 1.03828 1.22319 
-
1.46731 
3.54386 
Equal 
variances 
not 
assumed 
  .862 
22.00
8 
.398 1.03828 1.20458 
-
1.45981 
3.53637 
 
 
 
 
 
 
 472 
T-TEST GROUPS=RTBHPBINARYFU(0 1) 
  /MISSING=ANALYSIS 
  /VARIABLES=ChaageNonJudgeFU 
  /CRITERIA=CI(.95). 
 
 
 
Group Statistics 
 RTBHPBINAR
YFU N Mean 
Std. 
Deviation 
Std. Error 
Mean 
ChaageNonJud
geFU 
.00 19 2.2105 3.04738 .69912 
1.00 11 .5455 2.62159 .79044 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 473 
Independent Samples Test 
 
Levene's Test for 
Equality of Variances t-test for Equality of Means 
F Sig. t df 
Sig. (2-
tailed) 
Mean 
Differenc
e 
Std. Error 
Differenc
e 
95% Confidence 
Interval of the 
Difference 
Lower Upper 
ChaageNon
JudgeFU 
Equal 
variances 
assumed 
1.457 .238 1.514 28 .141 1.66507 1.09966 -.58748 3.91763 
Equal 
variances 
not assumed 
  1.578 
23.70
6 
.128 1.66507 1.05525 -.51429 3.84444 
 
 
 
 
 
 
 
 
 
 
 
 
 
 474 
T-TEST GROUPS=RTBHPBINARYFU(0 1) 
  /MISSING=ANALYSIS 
  /VARIABLES=ChangeActFU 
  /CRITERIA=CI(.95). 
 
 
Group Statistics 
 RTBHPBINAR
YFU N Mean 
Std. 
Deviation 
Std. Error 
Mean 
ChangeActF
U 
.00 19 1.3158 3.38383 .77630 
1.00 11 2.2727 3.60807 1.08787 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 475 
Independent Samples Test 
 
Levene's Test for 
Equality of Variances t-test for Equality of Means 
F Sig. t df 
Sig. (2-
tailed) 
Mean 
Difference 
Std. Error 
Difference 
95% Confidence 
Interval of the 
Difference 
Lower Upper 
ChangeA
ctFU 
Equal 
variances 
assumed 
.136 .715 -.729 28 .472 -.95694 1.31300 -3.64649 1.73261 
Equal 
variances 
not assumed 
  -.716 
19.90
9 
.482 -.95694 1.33646 -3.74555 1.83168 
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T-TEST GROUPS=RTBHPBINARYFU(0 1) 
  /MISSING=ANALYSIS 
  /VARIABLES=ChangeObserveFU 
  /CRITERIA=CI(.95). 
 
 
 
Group Statistics 
 RTBHPBINAR
YFU N Mean 
Std. 
Deviation 
Std. Error 
Mean 
ChangeObserve
FU 
.00 19 .5789 3.46916 .79588 
1.00 11 1.0000 2.32379 .70065 
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Independent Samples Test 
 
Levene's Test for 
Equality of 
Variances t-test for Equality of Means 
F Sig. t df 
Sig. (2-
tailed) 
Mean 
Differenc
e 
Std. Error 
Differenc
e 
95% Confidence 
Interval of the 
Difference 
Lower Upper 
ChangeObs
erveFU 
Equal 
variances 
assumed 
.435 .515 -.357 28 .723 -.42105 1.17787 -2.83381 1.99171 
Equal 
variances 
not 
assumed 
  -.397 
27.25
0 
.694 -.42105 1.06035 -2.59577 1.75366 
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T-TEST GROUPS=RTBHPBINARYFU(0 1) 
  /MISSING=ANALYSIS 
  /VARIABLES=ChangeObserveFU 
  /CRITERIA=CI(.95). 
 
 
 
 
Group Statistics 
 RTBHPBINAR
YFU N Mean 
Std. 
Deviation 
Std. Error 
Mean 
ChangeObserve
FU 
.00 16 .7500 1.87972 .46993 
1.00 11 1.0000 2.32379 .70065 
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Independent Samples Test 
 
Levene's Test for 
Equality of Variances t-test for Equality of Means 
F Sig. t df 
Sig. (2-
tailed) 
Mean 
Differenc
e 
Std. Error 
Differenc
e 
95% Confidence 
Interval of the 
Difference 
Lower Upper 
ChangeObs
erveFU 
Equal 
variances 
assumed 
.551 .465 -.309 25 .760 -.25000 .81030 -1.91885 1.41885 
Equal 
variances 
not 
assumed 
  -.296 
18.52
2 
.770 -.25000 .84365 -2.01887 1.51887 
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Appendix 25: Supplementary analyses SPSS output 
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SPLIT FILE OFF. 
CROSSTABS 
  /TABLES=Sex BY HPBinaryVariable 
  /FORMAT=AVALUE TABLES 
  /STATISTICS=CHISQ 
  /CELLS=COUNT ROW COLUMN 
  /COUNT ROUND CELL. 
 
 
 
Case Processing Summary 
 
Cases 
Valid Missing Total 
N Percent N Percent N Percent 
Sex * 
HPBinaryVariable 
30 68.2% 14 31.8% 44 100.0% 
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Sex * HPBinaryVariable Crosstabulation 
 
HPBinaryVariable 
Total 
less than 3 
days 
3 or more 
days 
Sex Male Count 7 5 12 
% within Sex 58.3% 41.7% 100.0% 
% within 
HPBinaryVariable 
63.6% 26.3% 40.0% 
Female Count 4 14 18 
% within Sex 22.2% 77.8% 100.0% 
% within 
HPBinaryVariable 
36.4% 73.7% 60.0% 
Total Count 11 19 30 
% within Sex 36.7% 63.3% 100.0% 
% within 
HPBinaryVariable 
100.0% 100.0% 100.0% 
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Chi-Square Tests 
 Value df 
Asymptotic 
Significance 
(2-sided) 
Exact Sig. 
(2-sided) 
Exact Sig. 
(1-sided) 
Pearson Chi-Square 4.043a 1 .044   
Continuity Correctionb 2.638 1 .104   
Likelihood Ratio 4.059 1 .044   
Fisher's Exact Test    .063 .052 
Linear-by-Linear 
Association 
3.908 1 .048 
  
N of Valid Cases 30     
a. 1 cells (25.0%) have expected count less than 5. The minimum expected count 
is 4.40. 
b. Computed only for a 2x2 table 
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T-TEST GROUPS=Sex(0 1) 
  /MISSING=ANALYSIS 
  /VARIABLES=HPAvTime HPInformal 
  /CRITERIA=CI(.95). 
 
 
Group Statistics 
 
Sex N Mean 
Std. 
Deviation 
Std. Error 
Mean 
HPAvTim
e 
Male 12 9.9225 7.10669 2.05152 
Female 18 13.6800 5.94394 1.40100 
HPInform
al 
Male 12 24.1667 21.27240 6.14081 
Female 18 31.8333 21.93909 5.17109 
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Independent Samples Test 
 
Levene's Test for 
Equality of Variances t-test for Equality of Means 
F Sig. t df 
Sig. (2-
tailed) 
Mean 
Differen
ce 
Std. 
Error 
Differen
ce 
95% Confidence 
Interval of the 
Difference 
Lower Upper 
HPAv
Time 
Equal 
variances 
assumed 
1.041 .316 -
1.56
9 
28 .128 -
3.75750 
2.39478 -
8.66299 
1.14799 
Equal 
variances 
not 
assumed 
  
-
1.51
3 
20.7
34 
.145 -
3.75750 
2.48426 -
8.92784 
1.41284 
HPInfo
rmal 
Equal 
variances 
assumed 
.327 .572 -.949 28 .351 -
7.66667 
8.07952 -
24.2168
1 
8.88347 
Equal 
variances 
not 
assumed 
  
-.955 24.2
44 
.349 -
7.66667 
8.02806 -
24.2269
7 
8.89364 
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CROSSTABS 
  /TABLES=Sex BY HPBinaryVariableFU 
  /FORMAT=AVALUE TABLES 
  /STATISTICS=CHISQ PHI 
  /CELLS=COUNT ROW COLUMN 
  /COUNT ROUND CELL. 
 
 
 
Case Processing Summary 
 
Cases 
Valid Missing Total 
N Percent N Percent N Percent 
Sex * 
HPBinaryVariableFU 
30 68.2% 14 31.8% 44 100.0% 
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Sex * HPBinaryVariableFU Crosstabulation 
 
HPBinaryVariableFU 
Total 
less than 3 
days 
3 or more 
days 
Sex Male Count 8 4 12 
% within Sex 66.7% 33.3% 100.0% 
% within 
HPBinaryVariableFU 
44.4% 33.3% 40.0% 
Female Count 10 8 18 
% within Sex 55.6% 44.4% 100.0% 
% within 
HPBinaryVariableFU 
55.6% 66.7% 60.0% 
Total Count 18 12 30 
% within Sex 60.0% 40.0% 100.0% 
% within 
HPBinaryVariableFU 
100.0% 100.0% 100.0% 
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Chi-Square Tests 
 Value df 
Asymptotic 
Significance 
(2-sided) 
Exact Sig. 
(2-sided) 
Exact Sig. 
(1-sided) 
Pearson Chi-Square .370a 1 .543   
Continuity Correctionb .052 1 .819   
Likelihood Ratio .374 1 .541   
Fisher's Exact Test    .709 .412 
Linear-by-Linear 
Association 
.358 1 .550 
  
N of Valid Cases 30     
a. 1 cells (25.0%) have expected count less than 5. The minimum expected count 
is 4.80. 
b. Computed only for a 2x2 table 
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CROSSTABS 
  /TABLES=PrevPsych BY HPBinaryVariable 
  /FORMAT=AVALUE TABLES 
  /STATISTICS=CHISQ 
  /CELLS=COUNT EXPECTED ROW COLUMN ASRESID 
  /COUNT ROUND CELL. 
 
 
 
Case Processing Summary 
 
Cases 
Valid Missing Total 
N Percent N Percent N Percent 
Previous 
Psychological 
Support * 
HPBinaryVariable 
30 68.2% 14 31.8% 44 100.0% 
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Previous Psychological Support * HPBinaryVariable 
Crosstabulation 
 
HPBinaryVariable 
Total 
less than 3 
days 
3 or more 
days 
Previous 
Psychological 
Support 
no Count 3 11 14 
Expected Count 5.1 8.9 14.0 
% within Previous 
Psychological 
Support 
21.4% 78.6% 100.0% 
% within 
HPBinaryVariable 
27.3% 57.9% 46.7% 
Adjusted Residual -1.6 1.6  
yes Count 8 8 16 
Expected Count 5.9 10.1 16.0 
% within Previous 
Psychological 
Support 
50.0% 50.0% 100.0% 
% within 
HPBinaryVariable 
72.7% 42.1% 53.3% 
Adjusted Residual 1.6 -1.6  
Total Count 11 19 30 
Expected Count 11.0 19.0 30.0 
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% within Previous 
Psychological 
Support 
36.7% 63.3% 100.0% 
% within 
HPBinaryVariable 
100.0% 100.0% 100.0% 
 
 
Chi-Square Tests 
 Value df 
Asymptotic 
Significance 
(2-sided) 
Exact Sig. 
(2-sided) 
Exact Sig. 
(1-sided) 
Pearson Chi-Square 2.625a 1 .105   
Continuity Correctionb 1.539 1 .215   
Likelihood Ratio 2.701 1 .100   
Fisher's Exact Test    .142 .107 
Linear-by-Linear 
Association 
2.537 1 .111 
  
N of Valid Cases 30     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 
5.13. 
b. Computed only for a 2x2 table 
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Symmetric Measures 
 Value 
Approximat
e 
Significance 
Nominal by 
Nominal 
Phi -.296 .105 
Cramer's 
V 
.296 .105 
N of Valid Cases 30  
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CROSSTABS 
  /TABLES=PrevPsych BY HPBinaryVariableFU 
  /FORMAT=AVALUE TABLES 
  /STATISTICS=CHISQ PHI 
  /CELLS=COUNT EXPECTED ROW COLUMN ASRESID 
  /COUNT ROUND CELL. 
 
 
 
Case Processing Summary 
 
Cases 
Valid Missing Total 
N Percent N Percent N Percent 
Previous 
Psychological 
Support * 
HPBinaryVariableFU 
30 68.2% 14 31.8% 44 100.0% 
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Previous Psychological Support * HPBinaryVariableFU Crosstabulation 
 
HPBinaryVariableFU 
Total less than 3 days 3 or more days 
Previous Psychological Support no Count 9 5 14 
Expected Count 8.4 5.6 14.0 
% within Previous 
Psychological Support 
64.3% 35.7% 100.0% 
% within HPBinaryVariableFU 50.0% 41.7% 46.7% 
Adjusted Residual .4 -.4  
yes Count 9 7 16 
Expected Count 9.6 6.4 16.0 
% within Previous 
Psychological Support 
56.3% 43.8% 100.0% 
% within HPBinaryVariableFU 50.0% 58.3% 53.3% 
Adjusted Residual -.4 .4  
Total Count 18 12 30 
Expected Count 18.0 12.0 30.0 
% within Previous 
Psychological Support 
60.0% 40.0% 100.0% 
% within HPBinaryVariableFU 100.0% 100.0% 100.0% 
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Chi-Square Tests 
 Value df 
Asymptotic 
Significance 
(2-sided) 
Exact Sig. 
(2-sided) 
Exact Sig. 
(1-sided) 
Pearson Chi-Square .201a 1 .654   
Continuity Correctionb .006 1 .940   
Likelihood Ratio .201 1 .654   
Fisher's Exact Test    .722 .471 
Linear-by-Linear 
Association 
.194 1 .659 
  
N of Valid Cases 30     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 
5.60. 
b. Computed only for a 2x2 table 
 
 
 
Symmetric Measures 
 Value 
Approximat
e 
Significance 
Nominal by 
Nominal 
Phi .082 .654 
Cramer's 
V 
.082 .654 
N of Valid Cases 30  
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T-TEST GROUPS=PrevPsych(0 1) 
  /MISSING=ANALYSIS 
  /VARIABLES=HPAvTime HPInformal 
  /CRITERIA=CI(.95). 
 
 
 
Group Statistics 
 Previous 
Psychological 
Support N Mean 
Std. 
Deviation 
Std. Error 
Mean 
HPAvTim
e 
no 14 13.5579 6.12241 1.63628 
yes 16 10.9688 6.93053 1.73263 
HPInform
al 
no 14 31.2143 22.33376 5.96895 
yes 16 26.6250 21.51240 5.37810 
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Independent Samples Test 
 
Levene's Test for Equality 
of Variances t-test for Equality of Means 
F Sig. t df 
Sig. (2-
tailed) 
Mean 
Differenc
e 
Std. Error 
Differenc
e 
95% Confidence 
Interval of the 
Difference 
Lower Upper 
HPAvTi
me 
Equal 
variances 
assumed 
.908 .349 1.077 28 .291 2.58911 2.40354 -2.33431 7.51253 
Equal 
variances 
not assumed 
  
1.086 27.99
4 
.287 2.58911 2.38316 -2.29261 7.47083 
HPInfor
mal 
Equal 
variances 
assumed 
.005 .945 .573 28 .571 4.58929 8.01369 -11.82602 21.00459 
Equal 
variances 
not assumed 
  
.571 27.16
1 
.573 4.58929 8.03444 -11.89146 21.07003 
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CROSSTABS 
  /TABLES=Prevmindful BY HPBinaryVariable 
  /FORMAT=AVALUE TABLES 
  /STATISTICS=CHISQ PHI 
  /CELLS=COUNT EXPECTED ROW COLUMN ASRESID 
  /COUNT ROUND CELL. 
 
 
 
Case Processing Summary 
 
Cases 
Valid Missing Total 
N Percent N Percent N Percent 
Previous mindfulness 
expereince * 
HPBinaryVariable 
30 68.2% 14 31.8% 44 100.0% 
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Previous mindfulness expereince * HPBinaryVariable Crosstabulation 
 
HPBinaryVariable 
Total less than 3 days 3 or more days 
Previous mindfulness 
expereince 
no Count 9 15 24 
Expected Count 8.8 15.2 24.0 
% within Previous 
mindfulness expereince 
37.5% 62.5% 100.0% 
% within HPBinaryVariable 81.8% 78.9% 80.0% 
Adjusted Residual .2 -.2  
yes Count 2 4 6 
Expected Count 2.2 3.8 6.0 
% within Previous 
mindfulness expereince 
33.3% 66.7% 100.0% 
% within HPBinaryVariable 18.2% 21.1% 20.0% 
Adjusted Residual -.2 .2  
Total Count 11 19 30 
Expected Count 11.0 19.0 30.0 
% within Previous 
mindfulness expereince 
36.7% 63.3% 100.0% 
% within HPBinaryVariable 100.0% 100.0% 100.0% 
 
 
 
 
 500 
Chi-Square Tests 
 Value df 
Asymptotic 
Significance 
(2-sided) 
Exact Sig. 
(2-sided) 
Exact Sig. 
(1-sided) 
Pearson Chi-Square .036a 1 .850   
Continuity Correctionb .000 1 1.000   
Likelihood Ratio .036 1 .849   
Fisher's Exact Test    1.000 .620 
Linear-by-Linear 
Association 
.035 1 .852 
  
N of Valid Cases 30     
a. 2 cells (50.0%) have expected count less than 5. The minimum expected count 
is 2.20. 
b. Computed only for a 2x2 table 
 
 
 
 
T-TEST GROUPS=Prevmindful(0 1) 
  /MISSING=ANALYSIS 
  /VARIABLES=HPAvTime HPInformal 
  /CRITERIA=CI(.95). 
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Group Statistics 
 Previous mindfulness 
expereince N Mean 
Std. 
Deviation 
Std. Error 
Mean 
HPAvTim
e 
no 24 11.3088 6.56183 1.33943 
yes 6 15.6500 5.95045 2.42926 
HPInform
al 
no 24 27.5000 22.86824 4.66796 
yes 6 33.8333 16.50959 6.74001 
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Independent Samples Test 
 
Levene's Test for Equality 
of Variances t-test for Equality of Means 
F Sig. t df 
Sig. (2-
tailed) 
Mean 
Differenc
e 
Std. 
Error 
Differenc
e 
95% Confidence 
Interval of the 
Difference 
Lower Upper 
HPAvTi
me 
Equal 
variances 
assumed 
.117 .734 -
1.473 
28 .152 -4.34125 2.94716 -
10.3782
3 
1.69573 
Equal 
variances 
not 
assumed 
  
-
1.565 
8.335 .155 -4.34125 2.77405 -
10.6937
8 
2.01128 
HPInfor
mal 
Equal 
variances 
assumed 
1.037 .317 -.634 28 .531 -6.33333 9.98169 -
26.7799
0 
14.11324 
Equal 
variances 
not 
assumed 
  
-.772 10.42
6 
.457 -6.33333 8.19864 -
24.5004
7 
11.83380 
 
 
 
 
CROSSTABS 
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  /TABLES=Prevmindful BY HPBinaryVariable 
  /FORMAT=AVALUE TABLES 
  /STATISTICS=CHISQ 
  /CELLS=COUNT 
  /COUNT ROUND CELL. 
 
 
Case Processing Summary 
 
Cases 
Valid Missing Total 
N Percent N Percent N Percent 
Previous mindfulness 
expereince * 
HPBinaryVariable 
30 68.2% 14 31.8% 44 100.0% 
 
 
Previous mindfulness expereince * 
HPBinaryVariable Crosstabulation 
Count   
 
HPBinaryVariable 
Total 
less than 3 
days 
3 or more 
days 
Previous mindfulness 
expereince 
no 9 15 24 
yes 2 4 6 
Total 11 19 30 
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Chi-Square Tests 
 Value df 
Asymptotic 
Significance 
(2-sided) 
Exact Sig. 
(2-sided) 
Exact Sig. 
(1-sided) 
Pearson Chi-Square .036a 1 .850   
Continuity Correctionb .000 1 1.000   
Likelihood Ratio .036 1 .849   
Fisher's Exact Test    1.000 .620 
Linear-by-Linear 
Association 
.035 1 .852 
  
N of Valid Cases 30     
a. 2 cells (50.0%) have expected count less than 5. The minimum expected count 
is 2.20. 
b. Computed only for a 2x2 table 
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PART FOUR: REFLECTIVE CHAPTER 
  
 506 
The following report is a reflection on my development during the stage 2 health 
psychology training. Using Gibbs (1988) reflective cycle, I will discuss formative 
experiences which have contributed to my understanding of health psychology research & 
practice. Gibbs model, which arose from Kolb’s model of experiential learning (Kolb, 
1984), offers a comprehensive framework for examining one’s experience (Tate & Sills, 
2004). Furthermore, Gibbs model of reflection is considered more parsimonious than 
modern models of reflections such as (Johns, 2000).  
 
Figure 3: Gibbs (1988) Model of reflection 
 
 
 
Learning by Doing, A Guide to Teaching and Learning Methods by Gibbs (1988), 
creativecommons.org/licenses/by-nc/3.0 
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1. Reflecting on the research component 
In 2014, I undertook a systematic review (hereafter SR) as part of the requirements for the 
professional doctorate in health psychology qualification. Following teaching on the 
subject, I remember feeling enthusiastic about the prospect of undertaking a SR, however, 
the experience proved far more of a challenge than I had expected.  
At the time, I was working in an Improving Access to Psychological Therapy (IAPT) 
service. Here I was responsible for facilitating cognitive behavioural therapy based psycho-
education courses for patients with type 2 diabetes and evaluating a multi-disciplinary led, 
very-low calorie diet for individuals with type 2 diabetes. I enjoyed these roles immensely 
and was particularly keen at the time to develop a career within diabetes research & 
practice. 
Eager to get started, I decided to perform a systematic review of psychological 
interventions for individuals with type 2 diabetes who demonstrate persistently poor 
glycaemic control. I felt research using this sub-population would be particularly relevant 
for clinical practice. However, following an extensive literature search, which occupied my 
time for a number of months, I concluded that interest in this sub-population was limited 
and suffered from inconsistencies in the definition of persistently poor glycaemic control. 
Furthermore, during this time I took on a new role within a different service which meant I 
was no longer involved directly with diabetes research & practice. Consequently, I came to 
the reluctant conclusion that my chosen SR topic was unlikely to yield sufficient evidence 
for the purposes of the systematic review module. In hindsight, I believe I allowed my 
interest and enthusiasm for the topic to cloud my judgement. As a result, I was required to 
broaden my SR question.  
Eventually I decided to focus on the effectiveness of third-wave cognitive behavioural 
approaches in type 2 diabetes. In the end, I am pleased that I chose to focus on this topic, 
as it has led to my eventual thesis, but I feel I could have saved myself a lot of time and 
stress by assessing the feasibility of my original SR topic prior to commencement. On 
reflection, I have learnt that conducting a SR, or any research for that matter is a large 
undertaking and due consideration must be given to the utility of the research from the 
outset. When I reflect on this experience, I am reminded of the literary advice to ‘murder 
your darlings’, which is often offered to writers as a caution to proceed objectively, 
without sentiment. In future, it would be apt to remind myself of this when undertaking 
research. Indeed, through this experience, I feel I have learnt to be more receptive to the 
advice of others. Indeed, recently I decided to modify the study design of my thesis project 
based on feedback from my academic supervisor and progression viva examiners.  
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I have also learnt about some of the challenges of conducting research within clinical 
settings during my doctoral training. Indeed, for my research thesis, it was necessary to 
obtain NHS, Imperial Healthcare NHS Trust and UWE ethical approval. This was a 
significant undertaking, which required adherence to the NHS Health Research Authority 
(HRA) process for conducting research within the NHS, including ethical consideration 
and consultation with the Camberwell St Giles REC committee.  
In total, in took 6 months of hard work and persistence to receive ethical clearances from 
the necessary organisations. At times, I felt overwhelmed and daunted by the NHS ethics 
process. In hindsight, it would have been helpful to start the application sooner than I did 
and to familiarise myself with the process prior to commencing the application. On 
refection, the process of obtaining ethical approval challenged me a great deal, requiring a 
high level of organisation and commitment to ethical and legal frameworks (Cooper, 
Turpin, Bucks, & Kent, 2005). In future, should I have the opportunity to be involved in an 
NHS ethics application; I will appreciate the magnitude of the work involved and will 
endeavour to ensure that I have the resources and time to undertake such work.  
Finally, as part of the assessment for the teaching and training competence I delivered a 2-
hour lecture to an undergraduate class studying psychology at the University of the West of 
England. Similarly, as part of the requirements for consultancy competence, I delivered a 
2-hour lecture to an MSc class studying health psychology at the University of Bath; both 
experiences required in-depth preparation and knowledge of the emerging health 
psychology research. In the case of the UWE lecture, I delivered a lecture on the role of 
health psychology in the context of HIV/AIDS. I really enjoyed developing and delivering 
the lecture. However, I did exceed the allocated time. As a result, I felt pressured to rush 
through a group exercise I had developed to assess students understanding of the content. 
As a result, I had to rely solely on feedback from the students to assess learning. In 
hindsight, I believe I attempted to cover too much information within the time allocated 
and consequently I was forced to omit an interactive group exercise which I had prepared. 
In future, if given the opportunity, it would be helpful to practice delivering the lecture in 
advance of the scheduled session. Ultimately, I enjoyed lecturing a great deal and was 
proud of the positive feedback I received from students. 
In conclusion, the more traditional academic components (i.e. research & lecturing) of the 
doctoral training have challenged me a great deal. At times, I have felt stressed and ‘out of 
my depth’ with the sheer amount of worked involved in these modules. Perhaps the most 
important lesson I have learned from each of these experiences is to assess the feasibility 
of a task prior to commencing. For instance, in relation to the lecture I offered to 
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undergraduate students, I felt that it might take me a day or two to develop a lecture, 
however it took me far longer than this and required much more work than was expected. 
Similarly, when developing my research topic, I felt that undertaking a RCT within the 
NHS was well within my capabilities. While I remain confident that I will deliver a robust 
and innovative piece of research, the process has been a far larger undertaking than I had 
expected. In future, I will consider whether I have the resources (i.e. time & support) to 
pursue such research whilst working full-time. As my career progresses, I am keen to 
continue working in both academia and practice, however I now have more of an 
appreciation for just how difficult this is. In the short-to-medium term, perhaps it would be 
more suitable for me to pursue further guest lecturing opportunities and research 
collaborations in order to build up my confidence and knowledge.  
2. Reflecting on the practice component 
Throughout my doctoral training, I have received clinical supervision from a clinical 
psychologist and academic supervision from a HCPC registered health psychologist. This 
space has been essential for my development as a professional. More specifically, 
academic supervision has allowed me to critically evaluate my work and make decisions 
regarding my progression through the doctoral programme. Indeed, following a 
particularly turbulent couple of months in 2015, I felt drained and overwhelmed by all that 
stood before me. I felt like a bottle rocking on its base threatening to spill over. Like many 
early career psychologists in the pursuit of professional recognition and respect, I feared 
being judged and criticised. As a result, I was burdened with unattainable expectations of 
myself both in my personal and professional life.  With reluctance, I decided to consult my 
academic supervisor as I felt I was not coping with the demands of full-time work and part-
time study. Subsequently, I was supported in applying for extenuating circumstances, 
which allowed me the space I needed at the time.  
In seeking support, I learned that there was no shame in asking for a little help. As a result, 
I now regularly seek counsel from those willing to support me as I continue to strike a 
balance between work, study and personal life. Moreover, I no longer feel bound by 
unrealistic expectations and have become more confident in discussing personal issues 
which affect my work. I feel this has been the most important lesson learnt from a 
professional and personal perspective during my Stage 2 training. 
Furthermore, in 2015, I also began to practice mindfulness meditation. Professionally I had 
long known about mindfulness and the potential benefits but had not been convinced it 
would be right for me. At the time, there was no shortage of work, and my inclination was 
to ‘soldier on’. Indeed, I had a systematic review assignment to occupy my time! The 
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notion of meditating was not something I felt I had time for. Eventually in the spirit of 
empiricism and with no small amount of scepticism, I embarked on my journey with 
mindfulness. At first, the experience was underwhelming, but with time I noticed subtle 
changes. Initially the practice provided me with an anchor, a place to stand and observe the 
maelstrom of emotions I was experiencing. I began to recognise that I was often using 
work as a means of avoidance. I thought, if I worked hard, then I could avoid the feelings 
of loneliness that lay dormant beneath the surface of my everyday thinking.  
I began to recognise that during this period, I was avoiding trips home to Ireland to visit 
friends and family, because of the loneliness I would experience upon my return to the UK. 
Instead, I would convince myself, and those that cared about me, that I was busy with 
some research or work-related task. On reflection, I feel this rigidity of thought only served 
to fuel my feeling of dislocation. Consequently, I was beginning to resent my decision to 
pursue Stage 2 training. Mindfulness provoked me to confront these patterns of behaviour 
and the thoughts underlying them. Over the past two and a half years I have made a 
commitment to on-going daily mindfulness practice. As a result, I have gradually 
developed an awareness of my thoughts, emotions and behaviours. Increasingly, but not 
always, I approach these with kindness rather than with aversion. As a result, I now 
acknowledge feelings of loneliness as they arise; I have learnt to ‘be with’ these feelings. 
While I still work hard, I no longer use work as a means of controlling feelings of 
loneliness. For me mindfulness is an attitude, one which permeates and enriches all aspects 
of my life. I feel healthier, more vitalised and more connected with my environment as a 
result. Through ongoing daily practice, I have learnt to use mindfulness as a means of 
‘slowing down’ and listening attentively to my needs. This practice continues to benefit 
me, as I balance the demands of full-time work and part-time doctoral training. 
Unsurprisingly mindfulness has not only impacted me personally, but professionally also. 
Indeed, my research thesis and systematic review are both focussed on mindfulness-based 
approaches for long-term conditions. As part of this, I have been involved in the 
development and evaluation of a novel mindfulness-based intervention for hospital 
outpatients. As a result, in late 2015, following discussion with my clinical supervisor, we 
identified a need to further my knowledge of mindfulness-based interventions. 
Consequently, I enrolled on an 8-week course as a participant and attended a one-day 
mindful enquiry workshop at the Oxford Centre for Mindfulness. In 2016, supported by 
Central and North West London NHS Foundation Trust, I completed the Teacher Training 
route 1 at Bangor University. This intensive, 7-day residential training programme 
provided me with a strong foundation in mindfulness practice. Indeed, throughout my 
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health psychology training, I have been afforded opportunities which have allowed me to 
develop the requisite professional competencies (knowledge, skills and attitudes) to 
practice as an autonomous health psychologist 
Finally, over the past number of years, I have learnt that continuing professional 
development, personal reflection and regular supervision are essential to practicing safely 
and effectively as a health psychologist. Furthermore, I have learnt that to be able to offer 
care and support to others, it is necessary to develop ways of offering care and support to 
oneself. I believe that the practice of mindfulness has been essential to developing this 
understanding.  
In conclusion, I have always viewed psychology as an opportunity to engage in life-long 
learning, whether in research or practice, I know that there will be many more 
opportunities for learning ahead. When reflecting on my journey as a health psychology 
trainee I am reminded by a statement attributed to C.S. Lewis: “Isn’t it funny how day by 
day nothing seems to change, but when you look back everything is different”.  
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